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MEETING OF THE NEW ENGLAND HEART ASSOCIATION ARRANGED 
BY THE HOSPITAL COMMITTEE, DR. B. E. HAMILTON, CHAIRMAN 


Tue Rosert B. Brigham Hospitau, Boston, May 17, 1928 


HE Annuit Meeting was held at 4:30 P. M. 


The following designated papers were/ 


read. These may be considered as a Symposium 
on the. Aspects of Chronic Heart Disease. 


1. Dr. Louis M. Spear: Experience with Chronic 
Cardiac Patients at the Robert B. Brigham 
Hospital, 

2. Mr. Howard Raymond, Industrial Aid Society: 
Obtaining Occupations for Adult Males with 
Heart Disease. 

3. Miss Gertrude L. Fletcher, Bureau of Occupation 
for Handicapped Women, Women’s Educational 
and Industrial Union: Placement of Women 
with a Heart Handicap. 


4. Miss Nathalie B. Upton, Social Service, Massa- 
chusetts General Hospital: Home Adjust- 
ments in Chronic Heart Disease. 

5. Miss Edith M. Terry, Social Service, Massachu- 
setts General Hospital: Instruction in the 
Home for Children ee by Heart 
Disease. 

6. Miss Susan J. Ginn, Director of Vocational Guid- 
ance, Boston: Vocational Guidance for Chil- 
dren with Heart Disease. 

7. Dr. Howard B. Sprague, House of the Good 
Samaritan: The Need of Beds in Hospitals 
for Chronic Cardiac Patients. 

Discussion by Dr. Paul D. White, Massachusetts 

General Hospital 


EXPERIENCE WITH CHRONIC CARDIAC PATIENTS AT 
THE ROBERT B. BRIGHAM HOSPITAL 


BY LOUIS M. 


HERE is a limited number of beds avail- 
- able for cardiacs at the Robert B. Brig- 
ham Hospital, but no limit to the length of 
stay. The average length of stay of cases has 
been 7.8 months. If we exclude those who have 
died, the average length of stay has been 6.5 
months. The longest stay was that of a girl 
who was here 66 months at one time. The short- 
est stay of any patient was one week. The 
range in ages has been from 4 to 66 years, and 
the majority of cases have. been of chronic endo- 
earditis,—very largely of rheumatic origin. 
The cases have come mostly from hospitals: 
20 from the Boston City Hospital 
5 from the Children’s Hospital 
4 from the Maverick Dispensary 
6 from the Peter Bent Brigham Hospital 
6 from the Massachusetts General Hospital 
-8 from the Community Health Association 
2 from application by the family 
1 from a children’s organization 


Eleven cases have been discharged to our 
Home Service, which stands in relation to this 
hospital as the Out Patient Department does to 
other hospitals. Eighteen have been discharged 
to their own care or to the care of other in- 
stitutions. Fourteen have died. 

It has been rather interesting to check up on 
the cases in the Home Service Department. We 
have one girl who stayed 17.4 months at two 
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different times, and who is now a trained tele- 
phone operator doing good work. A boy, 11 
years old, who was with us 30 months, is now 
going to school. A girl, who was here 14.4 
months, is going to school. A young man of 
19 years, who was here 21 months, coming to 
us from the Boston City Hospital, had an up 
and down course while here, including an at- 
tack of renal colic. After his discharge he was 
taken in hand by Dr. Barnes at the State House, 
trained by the Bureau of Rehabilitation, and 
is now earning $75 a month as a draughtsman. 
Another boy with mild endocarditis and chorea 
is now working as an office boy and has re- 
mained well. A boy of 16 years, who was with 
us 8 months, and who had an up and down 
course for a ‘while, was placed in the country. 
He has been out two or three years now, going 
to school, and is, so far as I know, very well 
indeed. He has a heart which will never allow 
him to go beyond certain limits. Another girl 
of 19 years was here 6.4 months. She is now 
working as a stenographer. 


Those discharged to ‘‘Other Care’’ were, 
most of them, in very bad shape. We get here 
a rather severe type of case,—that is, cases that 
have been in and out of hospitals three or four 
times, and many have come to us in rather hope- 
less condition. Several of these patients have 
had nothing more than a compensation which 
would merely allow them to be ambulatory,— 
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their hearts being so damaged that they would 
go no farther than that. The cardiacs who died 
have been mostly of that type. 


The things that stand out, and which can be 
emphasized over and over again are: 


1. Endocarditis must be kept quiet as long 
as there is evidence of cardiac irritability. 
When, on first sitting out of bed, there 
_is a rapid rise in the pulse rate, which 
‘does not come down in a comparatively 
short time to what the rate was when the 
patient was lying in bed, we have consid- 
ered that case not yet ready even to sit 

Up. 


2. Extremely interesting,—a thing we all 
know,—is the tendency to recurrence un- 
der the best conditions. 


These cases are kept in bed a long, long 
time. All exercise of any sort is carefully 
supervised. They are guarded against 
over tire. In spite of all these precau- 
tions, and the fact that there may have 
been a normal temperature for several 
weeks, we get recurrences with no appar- 
ent cause. This is one thing which I think 
ought to be emphasized particularly to 
medical students. There seems to be a 
feeling that after a patient has run a nor- 
mal temperature for several weeks, his 
pulse has come down to a reasonably nor- 
mal level, and he has perhaps been up and 
about within limits, that the difficulty is 
past. Our experience here has gone to 
show that this is not the case by any man- 
ner of means. The fact that extreme care 
must be used in the management of these 
- eases is a thing which is particularly diffi- 


cult to impress upon the family of the pa- 
tient. 


3. Necessity for long rest in the hospital for 
the majority of cases, such as we have 
here. 

This does not apply to private cases in 
families where everything can be done for 
the patient and where constant medical 
supervision can be had. Cases like those 
we see here certainly ought to be kept in. 
the hospital for many weeks after they 
have been up and about the ward all day 
long with normal pulse and temperature. 


Difficulty of control of cases that have 
been discharged to the Home Service. 

It is difficult to get patients to report back 
to the hospital regularly. It is very diffi- 
cult to make the families understand the 
importance of keeping the patient quiet 
and regular in his life. As an illustration 
of this I may cite a case of a boy who was 
in the hospital 7.6 months. He had an 
active endocarditis when he came to us, 
with a heart showing much damage. It 
was very difficult to get him to report 
after his discharge, and I tried to follow 
him at his home in Allston. On one of 
my visits we did not find the boy in his 
home. His sister went to look for him, 
and when she returned said she had found 
him playing on the top of a freight car 
in the nearby freight yards. He was ap- 
parently doing this without any subjec- 
tive difficulty. This boy was absolutely 
out of the control of his family. He re- 
turned later to the hospital, after being 
out a year or so, and died a straight ear- 
diae death. 


— 


OBTAINING OCCUPATIONS FOR ADULT MALES WITH HEART DISEASE 


BY HOWARD C. RAYMOND* 


NE might say a great deal about finding 
work for adult male cardiac cases which 
would be equally relevant to the placement of 
other types of handicapped men. The cardiac 
condition, for example, is often not the only nor 
the outstanding handicap possessed by the man; 
lack of intelligence, lack of co-éperation, a char- 
acter defect, indifference, inability to get on 
with others or to adjust himself to a lower wage, 
a mental twist or self-pity is quite likely of 
nearly equal importance in determining the in- 
dustrial future of the man. All this is true in 
speaking of almost any disability. 
Like all handicapped men, the man with 
cardiac trouble finds it difficult to secure suit- 
able work. He finds his choice limited ; he lacks 


record and address of author see ‘‘This Week's Issue,”’ 
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self-confidence and feels the employers have a 
prejudice against handicapped men. To what 
extent does this vary in the case of the cardiac? 
It is my experience that the cardiac to a greater 


degree is uncertain of his limitations, of what ™. 
may be injurious to him. I believe this same ~ 


uneertainty exists in the minds of the place- 
ment workers. It is more or less true of dis- 
ease handicaps in general as compared with cer- 
tain definite physical results of an accident. If 
T know all the duties involved in a certain job, 
I ean get a fairly clear and definite idea of 
whether a physically handicapped man ean do 
the job, with a leg or arm amputated or in- 
capacitated, but I never feel that I can get the 
same clear and definite idea with a man handi- 
capped by disease, as in the case of a cardiac. 
I have not to the same degree the ability to put 
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myself in the patient’s place of understanding 
his ‘‘ work tolerance’’ or ability to stand work. 

The more or less familiar classifications 
adopted by the New York Heart Committee will 
prove useful as they are more generally used 
by the hospital and placement workers. 


1. Able to carry on habitual physical activ- 

ity. 

. 2. Able to carry on with: a. slightly dimin- 
ished activity; b. greatly diminished 
activity. 

3. Unequal to any physical activity; could 
possibly do office work or in sheltered 
werkshop. 

. Possible heart cases. 

. Potential cases, his- 

tory. 


Although the doctor’s recommendation is 
stated negatively, the idea in the worker’s mind 
must be stated positively, that is, in terms of 
what the patient can do rather than what he 
cannot do. To this end there should be, to a 
greater degree than in other types of handicap, 
consultation between the placement worker and 
the hospital social service worker. From his 
own knowledge of cardiac conditions or from 
the interpretation of the hospital social service 
worker the placement worker must be able to 
reassure the employer regarding sudden death, 
which, in the popular mind, is a far more fre- 
quent danger than it is in facet. 


Work which suggests itself as suitable for 
male cardiac cases where greatly diminished 
physical activity is necessary includes: 


Clerical and office work. Education is needed 
and generally only the higher type of patient 
is suitable. Special training may be neces- 
sary. 

Drafting. Special training is needed. 
Elevator Operator. Some cardiac cases do 
very well as elevator operators, especially 
in the smaller apartment houses where at 
certain periods there is little to do and rest 
periods are possible. Several cardiac cases 
have been so placed by the Industrial Aid 
Society with good results. 


Watchmen. This is a popular idea of a light 
job. In fact it is often unsuitable for many 


cardiacs because of stairs, long hours and 
care of waste paper. A fireman’s license is 
frequently required and involves tending 
boilers at night. 
Assembling. Light assembling work may be 
considered ideal. It has become increasing- 
ly. difficult to find; more and more women 
are employed. The Ford plant in Detroit 
uses a considerable number of male cardiac 
cases in light assembling work. 
Jewelry Trade. Some placements have been 
made in the novelty jewelry trade on solder- 
ing. Experience is generally required in the 
other branches of the trade. 
Attendant. One of our placements of a 
cardiac case as an attendant in the State 
hospital for the insane was very successful 
and he did very well for at least five years. 
Vegetable Man. While preparing vegetables, 
a cardiac is frequently able to sit, but the 
necessity of trips to the basement to carry 
the vegetables usually makes this occupa- 
tion unsuitable. 
Chauffeur. Driving a car for a private fam- 
ily is frequently suitable. Driving a truck 
usually involves lifting and in general is too 
heavy. 
Checking. Women are generally used. For 
night work men are sometimes employed and 
the occupation is entirely suitable. 
The group which presents the greatest diffi- 
culty is the unskilled and uneducated laborer 
who can no longer do heavy work. If he is 
without a family, a place can often be found 
by which he can be self-supporting. The real 
difficulty comes when he has a family and 
. needs the wages which he earned at heavier 
work. 


More particularly in the case of cardiacs no 
placement should be made without the doctor’s 
diagnosis and recommendations and explaining 
to the doctor or hospital worker the nature of 
the work. It is important in dealing with this 
group of cases for the placement worker to be 
particularly well informed about the physical 
equipment of the place of employment as to 
stairs, elevators, and the nature of the work as to 
lifting, stretching and standing, opportunities 
of rest, hours of work and transportation facili- 
ties to and from work; all should be given eare- 
ful consideration. 


PLACEMENT OF WOMEN WITH A HEART HANDICAP 


BY GERTRUDE 


HE principles in placing women are the 
same as those in placing men. There is, 
however, one great advantage in placing women, 
in the fact that many of the jobs calling for 
unskilled women are light, whereas those for 
unskilled men are heavy. On the other hand, 
there are many more calls for unskilled men 
than for unskilled women. 
In referring a cardiac handicap for place- 
record and address of author see “This Week's Issue,” 
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ment there are several things which we must 
know besides the diagnosis. In fact, given these 
data, the diagnosis is not vital, although we 
work more intelligently having it. Briefly the 
things which we must know are: 


How many hours may she work? 

Can she lift, and how heavy a load? 

Can she walk up one or more flights of 
stairs? More than once a day? 

How long should she sit at one time? 

How long should she stand at one time? 
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Is it safe for her to sit, Jeaning forward, as 
at a sewing machine, for any length of 
time? 

Can she safely reach forward with her arms, 
especially the left, over and over again? 

Can she reach up with one or both arms. re- 
peatedly? Occasionally? 

If the job calls for a little sitting, a little 
standing, some reaching, some stretch- 
ing, some lifting, is it safe? 

How often must she be excused from work 

_ for medical examination? 

What indications of overdoing should be 

noted? 


With this type of handicap, more than with 
any other, it is important that the Social 
Worker, when she refers the patient, put all 
the cards on the table. Frankly, we must have 
all the details, if we are going to help the in- 
dividual. Even when, seemingly, all the details 
have been given, we may find it necessary to 
ask further advice in regard to a particular job 
before we make contact between client and em- 
ployer. | 

In looking up jobs for heart handicaps we 
must remember to impress the employer that 
there will be no visible handicap, but that the 
woman will have certain physical limitations 
which he must keep in mind. In spite of the 
fact that there is no visual evidence of this 
limitation, however, we have seldom found an 
employer who has made inconsiderate demands 
upon the worker. In making a job survey for 
cardiac clients, we take into consideration the 
following : 


How the worker gets to the place: subways, 
elevated, surface cars, busses, stairs, 
crowds. 


How she gets to the workroom: stairs, 
(more than once daily), elevator, (will 
the employer allow the use of the freight 
elevator if there is no passenger lift?) 

The workroom: ventilation, position of 
work-table, seats, windows, lunch. 

The job: motions required, posture of 
worker, speed, piece or salary pay. 


A conference with the client is necessary to 
ascertain the candidate’s real attitude towards 
the job. It is useless to send a woman to inter- 
view an employer as long as she is sorry for her- 
self and cannot appreciate that her first consid- 
eration must be the employer’s interests. Fre- 
quently a Medical Social Worker cannot judge 
‘her patient in this, for she sees her in the light 
The 
evidence can be brought out, usually, during 
an interview concerning an actual job. Far 
better. to have it so than to have it come out 
for the first time in the interview with the em- 
ployer, thereby destroying all the good of the 
contact, and perhaps losing a potentially co- 
The patient’s ambition— 
anxiety to do—is often a deterrent and has 


of comparison with feebler individuals. 


Operative employer. 
to be checked. 


it is better to generalize in regard to actual jobs. 
Every client is an individual problem, aud the 
job must be considered from that point of view. ™ 
Housework is usually out of the question for 
this type of handicap. There are long hours of ° 
standing, hot stoves, continuous hours of work, 
without let up, all the wearying details of the 
home. The housewife engaging a woman for 
general work wants to depend upon her for all 
the household tasks. If she does considerable 
of the work herself and wants to get what is 
generally known as a ‘‘mother’s helper,’’ she 
wants a woman upon whom she can place most 
of the arduous duties, keeping the easier ones 
for herself. Even when the position is repre- 
sented to us as an easy one, we find through 
experience, that one task is added to another 
until our client is doing most of the work, and 
that usually for a wage far below that of a 
general maid. 
Institutions offer few possibilities for a heart 
handicap. There is sometimes a position in the 
sewing or linen room, but we must question the 
amount of lifting, the piling of linen upon 
shelves, and the sewing required. We must also 
consider the location of the workroom in rela- 
tion to the living quarters and the dining room, 
and also the location of the worker’s own room. 
In the business world the situation is much 
more promising. Small check-rooms, where 
there is little lifting of heavy coats or bundles, 
have offered attractive opportunities. We have 
also found an occasional place for one of our 
women as door-girl or guide in a building de- 
voted to doctors’ offices, where she takes the pa- 
tients to the various offices, operating an A. B. 
C. elevator. | 

In regard to factory work everything depends 
on the individual applicant and the individual 
job. Power machine operating offers a splendid 
field except where heavy garments are made. 
The things: to avoid in this field are long seams 
and heavy materials. We can make no hard 
and fast rules in regard to placing heart cases 
in factories. The only thing is to rule out all 
heavy processes. In all kinds of factory work, 
be it stitching, coil-winding, assembling, pack- 
ing, or whatever else, two things only must be 


trant, and the actual processes of the job con- 
sidered. In fact, for no other type of physical 
handicap is there so wide a field of choice as 
there is for the heart case. One must keep in 
mind, however, that two jobs with the same 
name description may be absolutely unlike in 
detail, and also remember that while one in- 
dividual could be placed successfully, the next 
might break down completely under the very 
same conditions. 

The trained workers, stenographers, book- 
keepers and the professions—need practically 
no help from a placement agency. They can 


As to placing women with heart handicaps, 


usually adjust themselves. ? 


considered: the physical condition of our regis- ~ “4 
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HE history of medicine reveals an apprecia- 
tion of the social problems of patients even 
back in the early days of hospitals in India and 
Egypt. But, as is well known, the development 
of a hospital department to diagnose and treat 
patient’s social maladjustments is of compara- 
tively recent origin. In our Out-Patient De- 
partment it is customary for the new member 
of the Staff to be first placed where she meets 
patients from the general medical and surgical 
clinics. Then, as she becomes acquainted with 
the hospital as a whole and with the social re- 
sources of the city and its suburbs, she is as- 
signed to one or another of the special clinics. 
But wherever she is placed, it is expected that 
she shall so help the patient to adjust his social 
problems that the medical recommendations may 
be carried out to the fullest possible extent. 
After many months in the Adult Cardiac Clinic, 
the adjustment of home problems stands out as 
one of the most challenging as well as one of 
the most hopeful problems presented. 

Before attempting any social treatment, there 
are certain facts which the hospital social worker 
should know about the patient. From the med- 
ical side they are, briefly: the diagnosis, the 
prognosis, immediate and remote, the degree of 
incapacity, and the plan for medical treatment. 
Some of these facts the worker can get from the 
medical record and the others she must get from 
the doctor. This information is necessary not 
only for planning and making the indicated 
social adjustment but also for the intelligent 
answering of questions which the patient or his 
relatives may ask. From the social side some 
of these fundamental questions to be consid- 
ered are: 


(1) Does the patient understand his med- 
ical problem and what is his attitude toward it; 
is he resourceful and sanguine at the prospect 
of re-adjustment or is he depressed and at a 
loss as to how to meet this disaster which has 
overtaken him? 

(2) Has he the ability and the resources to 
make and carry out his own plan? 

(3) Does he need assistance in the making 
and the carrying out of plans? 

(4) Are the material resources adequate for 
his need? Is the patient the wage earner? 
What is his occupation? 

(5) Is there need of change of work? 


In any adequate social investigation as a basis 
for a plan, at least one home visit is essential 
as patients have been known to state with ap- 
parent sincerity that home conditions are ade- 
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HOME ADJUSTMENTS IN CHRONIC HEART DISEASE 
BY NATHALIE B. UPTON* 


quate to carry out the medical recommendation 
and yet a patient told to have exceedingly lim- 
ited activity may be found living on a steep 
hillside with apparently no intention of stay- 
ing indoors—he must go out to visit his friends 
and cronies. A patient who has said he can 
easily get bed care at home is found to be sleep- 
ing in the basement boiler room of the apart- 
ment house where he is employed as janitor, 
living absolutely alone and with nobody to bring 
him his meals even if he could stay in bed. 

In discussing home adjustments we have in 
mind two phases of the subject: the first con- 
cerned with the physical factors of location 
and equipment, and the second concerned with 
the various members of the household. It is ex- 
ceedingly easy to have preconceived ideas as 
to what the physical aspects of the home should 
be. For instance, the cardiac patient usually 
must limit his physical activity. This may eas- 


ily be interpreted to mean that he must not go 


over stairs. So he may be advised to move from 
his third or second floor sunny apartment to 
a ground floor apartment, to the ‘‘stoop’’ as our 
West End patients call it, an apartment almost 
certain to be damp and liable to have little sun- 
shine. Surely before making any such change 
the experienced worker will stop long enough 
to consider the condition of her patient. Which 
is he, a forty-year old man with a rheumatic 
heart who can go on fairly well if he gets no 
further rheumatic infection? Or is he a seven- 
ty-five-year old man with a hypertensive and 
arterio-sclerotic heart condition with limited re- 
serve? Suppose the doctor decides the stairs 
are not so great a menace as the dampness of 
the stoop. Then the patient will have to be 
encouraged so to organize his goings and com- 
ings as to avoid unnecessary trips over the 
stairs. This is much more likely to be done 
comfortably and with less nervous strain for 
the man going out regularly to work than it is 
for the housewife who for years has run out 
to the store or to the neighbors with no thought 
of saving her strength and energy. 

On the other hand, the housewife has some 
freedom in arranging her work so that she can 
usually get time for at least one rest period a 
day. Preferably this should come at the same 
time every day, but if this seems to be imprac- 
ticable, she probably can be persuaded to try 
to manage it some time during the day. A sim- 
ple schedule headed ‘‘ Rest Periods’’, containing 
the days of the week and the dates in columns 
with a space for recording the time spent in 
rest, provides a means of helping the patient to 
see how closely she is following the medical 
recommendation. If a spirit of mutual confi- 
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dence is maintained between the patient and 
the worker, these schedules are kept honestly. 
The failure to report a rest period on any one 
day may open up for discussion the whole prob- 
lem of organization of work with the possibility 
of deciding upon a definite time for the daily 
rest period. 

The social worker hopes that her patient may 
live in a comfortable, attractively furnished, 
adequately equipped and well cared for home, 
but she realizes that household duties are con- 
stant and frequently laborious, and that the 
cardiac housewife must avoid over-exertion. In 
a family of adequate resources nowadays, elec- 
tric labor-saving devices such as washing ma- 
chines, vacuum cleaners, or sewing machines 
will do much to decrease expenditure of cardiac 
‘reserve. These conveniences are expensive and 
many families cannot afford them. But at least 
they can take advantage of the resources of the 
‘‘wet wash’’. The worker may attempt to get 
these machines through outside assistance. Pos- 
sibly some relative or some club or organiza- 
tion would be glad to assist, taking into account 
the patient’s preferences. In helping the car- 
diae housewife adjust her housekeeping activi- 
ties to her cardiac capacity, there are two dif- 
ferent psychological problems involved: _ first, 
to lessen the activity of the over-zealous home 
maker and second, to encourage the over-appre- 
hensive woman whose distressing symptoms are 
due to effort syndrome to spend more time and 
thought on the normal demands of her life and 
less on her symptoms. 

One of the most essential factors in a satis- 
factory home equipment is the presence of some- 
thing or other to give zest to life. It may be a 
radio, it may be books, it may even be a kitten 
or a canary, but it should be something which 
the patient thoroughly enjoys and which is not 
ordinarily considered one of the essentials of 
life, such as a roof over one’s head or sufficient 
food and clothing. Anything which the worker 
can do to enrich the daily routine is worth the 
time and effort it may take. 

Just as we lend ourselves to preconceived 
ideas as to what the physical aspects of the 
home should be, so we tend to have preconcep- 
tions of what ought to be the relation between 
the patient and other members of the house- 
hold. In considering these relationships and 
their obligations, the worker must realize that 
she is trying to adjust the affairs of a chronic 
patient and that a permanent immediate ad- 
justment can probably not be made. In an 
emergency many adjustments have to be made 
quickly and may safely be made quickly, but 
in a long time plan the worker and patient must 
work together. The patient needs time to ad- 
just his mental attitude to this new regime of 
life and his associates in his home also need 
time. All along the way the worker must stand 
ready to interpret the reason for the doctor’s 


orders of limited activity and to cheer and en- 
courage the patient and his family in the periods 
of depression which are almost sure to arise. 


It must be admitted that there are times when 


a home adjustment seems to be impossible. It 
may be a waste of time and effort on the part 
of the social worker and a most unhappy strain 
on the patient to attempt any such solution. 
For instance, she may be convinced that a mar- 
ried man with an adequate income, a comfort- 
able home, and no children is well able to give 
a home to an incapacitated, impecunious cardiac 
brother. But she must also recognize the prob- 
able truth of the sister-in-law’s argument when 
she contends that the patient earned good wages 
for many years and that it is unfair now for 
him to come penniless to live in her home. What 
else can the worker do but advise and arrange 
removal from this home when the patient prob- 
ably truthfully reports the daily jeers and 
taunts he endures from his sister-in-law? The 
real problem of the social worker in this case 
is how to effect the removal without violating 
the feeling of family loyalty and pride, with- 
out endangering the lifelong affection of brother 
for brother, and without precipitating serious 
trouble between the brother and his wife. A 
solution of this sort is not at all to be looked 
upon as a failure. The worker cannot hope to 
know all the factors that have entered into the 
lives of the people concerned and which have 
produced this unfortunate relation. But she 
does know that in cases of family disruption 
it is a rare instance where the fault lies wholly 
on one side. It is not her function to determine 
on which side lies the greater degree of fault. 
It is her responsibility to make the best pos. 
sible adjustment under the existing conditions 

One of the most difficult solutions to make is 
in the case of the gentle appearing patient 
whose family have so given in to all her whims 
and foibles that the whole family life revolves 
about her. This is uncomfortable and unfor- 
tunate for all the members of the household. 
It may also be definitely dangerous to the fam- 
ily morale as some of the members may work 
out their salvation by transferring all their at- 
tention and interest to outside affairs. In ex- 
treme instances such a condition may result in 
actual desertion of the family group. Stren- 
uous measures generally have to be resorted to 
to bring such a patient to her senses and give 
her the position in the family group to which 
she is really entitled. | 

But fortunately many of the patients need- 
ing social adjustment have essentially normal 
home associations. There may be, of course, 
an economic problem due to the incapacity of 
the bread winner or to the extra expense in- 
cidental te sickness, but this will have little 
or no effect on the family solidarity. in fact, it 
may increase the feeling of responsibility for 
the welfare of the patient and consequen'ly for 
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the carrying out of the medical recommenda- 
tions. Time and again the patient and his 
family have done what seemed to be the im- 
possible when once the worker had made clear 
to the family group the doctor’s advice, had 
worked out with them a definite plan, and had 
succeeded in keeping the plan in operation un- 
til the results of the medical treatment began 
to show. When this point was reached, the 
worker still had to continue her oversight to 
insure the patient’s persisting in the plan until 
the doctor advised some modification of it. 

No attempt has been made to explain how 
these home adjustments are made. That is a 


matter of technique which varies with the in- 
dividual worker, the individual patient and the 
problem. Good practice implies that the ad- 
justments shall be made with little or no fric- 
tion. These are suggestive of the types of prob- 
lem which may appear in a cardiac clinic. A 
happy adjustment of home conditions and rela- 
tionships is necessary to carrying out the med- 
ical program. There are some patients for 
whom no home adjustments can be made, but 
there are many others for whom much can be 
done if their problems are approached from a 
sympathetic, intelligent point of view with a 


knowledge of community resources. 


INSTRUCTION IN THE HOME FOR CHILDREN HANDICAPPED BY 


HEART 
BY EDITH 


DULTS and ehildren alike adjust more or 
less readily to the inevitable,—the former, 
perhaps, because they have acquired some sort 
of philosophy of life, or realize the futility of 
their objections, and the uselessness of ‘‘kick- 
ing against the pricks’’; the latter because in 
childhood one remembers only from day to day, 
and so accustoms oneself to discomfort that one 
forgets it. This is so noticeable in a children’s 
ward, where always in answer to the question, 
‘‘How are you?’’, comes the cheery answer, 
‘‘Wine!’’ With the adolescent child, however, 
every change brings a torrent of objection. Life 
is hard enough at this most difficult period un- 
der the most normal conditions. With the lim- 
itations and supervision necessary for cardiac 
children, it becomes, without wise guidance, un- 
bearable. It is in this problem of orienting 
the adolescent child successfully to his school 
life that we are especially interested, for these 
children who have, of necessity, been out of 
school for long periods at a time, often several 
times a year, and have lost out in the routine 
drill, have, (if indeed they have grasped enough 
to make any promotion possible,) still large 
gaps in their educational structure, of which 
they are often acutely and sometimes only sub- 
consciously aware, but which in many instances 
gives them either an inferiority or a superiority 
feeling. This makes them difficult to handle at 
home and often the despair of the teacher, who 
can give but a small part of her time to these 
children so needing her individual attention. 
Schoolrooms are run, of a necessity, for the 
group, not for the individual, and while teach- 
ers most generously give much extra time to 
these children, the children themselves often 
feel that they are a burden to teacher and class 
alike, and react accordingly. When a fifteen- 
year-old girl says, as one did recently in our 


*For record and address of author see “This Week’s Issue,” 
Page 40. 


DISEASE 
M. TERRY* 


Clinie, ‘‘ All I want of the doctor is to take me 
out of school; I hate school; I had rather die 
than go back.’’—and this in her senior year in 
Junior High, less than two months from her 
graduation—it causes one to stop and consider 
what it is that has brought a child to this state 
of mind, and how school, home and clinic may 
best work together to help change such a view- 
point. 

Another group of children are those who have 
not made their grade; who have, without think- 
ing much about it, stayed back one, two or 
three years, and suddenly, in adolescence, have 
realized, perhaps for the first time, the bitter 
sting of being behind their classmates. Re- 
cently a boy said to us, ‘‘I have got to give up 
school; I am sorry, but I have dizzy spells. I 
have them occasionally at home, but I have 
them a lot in school. I want to go to work, or 
Trade School, or anywhere.’’ He had, in fact, 
taken matters into his own hands and gone to 
Trade School, only to be sent back to Junior 
High because he had not reached the eighth 
grade. Shamefacedly he admitted that perhaps 
the fact ‘‘he was in with the little boys’’ might 
have something to do with the ‘‘spells.’’ This 
boy has been under our care for several years. 
Three years ago he was very ill with acute endo- 
carditis and in bed for several weeks. After 
his return to school he was allowed by the doe- 
tor to go for a while only on half time, and had 
to repeat his year. In spite of this repeat he 
never caught up, and as we afterwards learned, 
had, when his teacher attempted to hold him to 
the standard of the class, or when she had kept 
him after school to do his work, complained, and 
told her that the Cardiac Clinic had said that 
she should not keep him in, that he was not to 
work hard as it would hurt his heart. 

Poorly prepared for the work the rest of 


the class seems to do without any difficulty, or 
so conscious of the age difference that the way 
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ahead looks much too long for them to travel, 
these children often drop back into a sullen ac- 
ceptance of the fact that since they have to go 
to school, they will do as little as possible, ‘‘get 
by’’ if they can, if not do it over, for after all, 
‘‘what’s the use’’, finding when the glorious 
age of sixteen arrives that they must take some 
poorly paying job, if indeed they can find any, 
because physically they are not equal to stren- 
uous work, and are not educationally equipped 
for any other. It is for children of these types, 
and for those chronically invalided, for whom 
school is impossible, that we have been trying 
to think through and work out some plan agree- 
able to the school and helpful to the child. 

It was with the latter group, the chronically 
invalided child, that our plan of home tutoring 
first started. John D., a fourteen-year-old Ital- 
ian, the one boy in a family of girls, and there- 
fore especially dear to his mother’s heart, was 
ill for months with acute rheumatic heart dis- 
ease, which left him with a serious mitral in- 
volvement and a poor prognosis. During his 
entire illness he was always talking about get- 
ting back to school, and for a while improved so 
much that this seemed possible. On the day 
that he was told he must return to bed, his re- 
action was a bad one; slumped in a chair, his 
morale gone, no words made any impression 
upon him until it was suggested a tutor be pro- 
eured for him, who would give him lessons at 
home and keep him up with his class. This 
plan was carried through, made possible by the 
co-Operation of the school principal who was 
exceedingly interested and who allowed the 
necessary books to be taken home and outlined 
the course, and for nearly a year one of the 
students at Radcliffe went twice a week to his 
home and studied with him. She did not feel 
that she got far with him academically, and 
wondered very probably if she was giving him 
much that was worth while, not realizing, as 
some of the rest of us did, what a transforma- 
tion it had made in John’s life. He was now 
like the rest, being especially noticed, and given 
rather more attention than the other fellows. 
He could talk about it, about his teacher who 
was in college, and came just for him. (He 
died during vacation.) 

We hear much of the work for the child with 


the good prognosis. In eases such as this there 


is as great a need, not only that the patient him- 
self may be encouraged and made to feel that he 
has his place, but that the family may adjust 
themselves to a normal attitude towards him, 
giving him all that is possible of their family 
life as a real member of the same, and aveid- 
ing the unfortunate sentimentality, so often 
seen when the patient is never allowed to forget 
that in the eyes of the family his time is short, 
which should be justification in itself for doing 
intelligent constructive social work on children 
with a bad medical prognosis. 


This year we have been most fortunate in 
being able to interest several students at Rad- 
cliffe, the Harvard School of Education, and 
Boston University School of Religious Educa- 
tion. They have gone weekly to the homes of 
some of our Cardiac Children, after the ap- 
proval of the school has been secured and the 
educational plan outlined, and while giving but 
one hour a week, have through their help in 
several instances changed marks from fair to 
good, and given the child a far better under- 
standing of the subject at hand; while, what 
is far more important, they have brought to 
these children, of so necessarily limited out- 
look, a vision of much that has previously been 
quite outside their horizon. 

For the boy complaining of the ‘‘dizzy 
spells’’, we were able to get the interest of one 
of the men at Boston University, working for 
his Master’s Degree, and he has. done much to 
interest the boy in his school work. His marks 
have improved and he hopes to make his grade 
this year, and if he does will stay on in school 
a while longer. The only child, in a family 
where the father has had but little education 
and the mother can neither read nor write, con- 
tact with a man not far from his father’s age, 
who is still a student, has interested him much. 

In the case of Celia E., a twelve-year-old girl 
who, because of repeated attacks of rheumatic 
heart disease, had been constantly out of 
school and reached only Grade 4, tutoring has 
helped not only in making it possible for her 
to be advanced to Grade 5, but also in building 
up a decidedly better morale. She had been 
unco-dperative, refusing to take her rest and 
running the streets, but now follows directions 
well and is happily adjusted to her school life. 

We are constantly having to take away from 
children the things most dear to childhood, set- 
ting them apart from their fellows. In order 
to orient them properly, it is necessary to fill 
in these empty spaces wherever we find them, 
insofar as is compatible with their physical con- 
dition. This may be done by educational helps 
given by students who have gone farther than 
the majority of children will go, and who have 
a vision of the bigger things of life which they 
can share—by directed reading in which the li- 
brarians willingly co-dperate, and through some 
of the Handicap Workshops where it may be 
possible for our children to earn a small allot- 
ment of money which shall be their very own. 

Orienting the child to the school is, of course, 
but a part of the greater plan of orienting him 
to himself. If we can learn something of the 
psychology of these Cardiac Children, which 
will enable us to stand ready with the necessary 
remedy for each individual problem, we may, at 
any rate, be able to help ward off some of the 
slumps which are so in evidence at present, and 
make our children feel that the pull-up is not so 
hard after all, when some one stands alongside. 
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VOCATIONAL GUIDANCE FOR CHILDREN WITH HEART DISEASE 
BY SUSAN J. GINN* 


AM asked to say a word in reference to car- 
diae cases in relation to the problem of 
vocational guidance. Several of the speakers 
touched upon points which were applicable to 
our phase of the work. I was interested to hear 
Doctor Spear say that one of the problems was 
to get the co-dperation of the young person. Our 
experience corroborates this situation. It is very 
hard to make young people realize that they 
have heart trouble. Parents will not even be- 
lieve it. Frequently they argue that so long 
as the child does not faint or collapse, there is 
no heart disease. It is difficult sometimes, there- 
fore, to work with the family and the child. 

For example, a young man seventeen years 
of age obtained for himself a position in a fed- 
eral department. The government requires a 
physical examination. The young man was dis- 
covered to be a cardiac, and was therefore dis- 
charged. The father came to us not so much 
to get another position for the boy but to get 
that particular one back for him because the 
conditions were ideal. The boy did not have to 
work very hard, the father said. We felt very 
strongly that before the boy was placed again, 
he should be re-éxamined by physicians, but it 
was with great difficulty that we got the boy’s 
consent to return to the hospital for examina- 
tion. Finally he did. He was ordered to bed 
immediately, where he only survived two weeks. 
After his death the father came to the office and 
said, ‘‘Now I see for the first time what you 
have been trying to do for the last two years’’. 
We were trying to keep the boy away from the 
type of work which was in direct contrast to the 
type of work he ought to do. 

Another case: Not long ago a stalwart man, 
an Italian, appeared at the office and wanted to 
know if I would compel a certain candy manu- 
facturer to give his child full-time work. She 
was now sixteen years old. As a result of the 
conversation with the employment manager of 
this factory I learned the story of the case. 
The child had a bad heart. The parents re- 
fused to believe it. Being the oldest of six chil- 
dren, the parents insisted that the child go to 
work as soon as she reached the age of fourteen. 
A social worker interested in the family, in 

order to make the child’s life tolerable, asked 
this same employment manager to take the child 
if only for part-time work. The doctor at the 
factory examined her carefully and could not 
understand why she was alive. However, for 
the comfort of the child, she was employed on 
half-time, more to keep her out of the home and 
in a happy frame of mind than for any other 


*For record and address of author see “This Week’s Issue,” 
page 40. 


reason. She really did not earn the wages she 
received. When she became sixteen, the father 
insisted that she be employed full-time. His 
eall at this office was to get our assistance in 
urging this upon the employer. We attempted 
to change the father’s attitude in this situa- 
tion, but he continued to refuse to believe that 
the child had heart disease for the reasons that 
I have quoted above, and he further stated that 
the child must work whether she had it or not. 
She must help to support the family. The em- 
ployment manager stated that if the father 
troubled him any more, he would be compelled 
to discharge the girl. We felt that the child 
should have been at home resting, or away in 
some institution being properly eared for in 
accordance with the directions of the physician. 
It is the policy of the Department of Vocational 
Guidance to abide by the decisions of the phy- 
sicians in all cases, whether cardiac or any 
other. 

Whenever a child is under the care of a phy- 
sician or a hospital, the first thing we do is to 
require a report, signed by the physician in 
charge, and asking for recommendations as to 
the nature of the work to be recommended or 
avoided. Sometimes in return we get the state- 
ment, ‘‘light work will be satisfactory’’. Now 
just what is meant by ‘‘light work’’ is a ques- 
tion. ‘‘Light’’ and ‘‘heavy’’ are relative terms 
and mean practically nothing in this connection. 
We do not expect a physician to know about 
industry unless his work is in that connection. 
Therefore it is not fair to ask him what. the 
child can do, but he can help us in telling us 
what the child cannot or should not do. For 
example, can he go over the stairs, move about 
freely, use his arms, ete.? All these things are 
helpful to us in guiding or placing the child 
vocationally. 

We had a boy, a ecardiae patient, whom I 
found in the woodworking department of one of 
our high schools. He was standing at a bench a 
good part of the day and climbing the stairs 
several times a day for his various academic 
subjects. The physician’s recommendations 
were that he should not go over the stairs but 
once a day, that there were times when he should 
stay at home and rest for three or four days at 
a time. With these recommendations we took 
him out of the woodworking class entirely, find- 
ing that his interest did not lie there. He was 
particularly interested in the study of English 
and hoped at some time to be a newspaper re- 
porter. We talked the situation over very care- 
fully with him and told him that because of his 
cardiac situation that without doubt reporting 
should be considered out of the question. We 
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therefore turned his attention from reporting 
to writing and arranged his work in English 
so that he could have as much in this line as the 
school could offer. We rearranged his academic 
program so that he could remain on one floor 
and only go over the stairs once a day as rec- 


very happy in his work and has been able to 
carry it on even at home with the assistance of 
his classmates who have carried his lessons to 
him and thus enabled him to keep up in his 
classes. Thus we are attempting to co-dperate 
with the medical world in trying to make these 
people help themselves. 


ommended by the physician. The boy became 


THE NEED OF BEDS IN HOSPITALS FOR CHRONIC CARDIAC PATIENTS* 
BY HOWARD B. SPRAGUE, M.D.t 


seam problem of the prevention and control of 
heart disease is unlike the problem involved 
in the eradication of any other malady. This 
depends largely upon the fact that to make 
headway against it we must decrease the mor- 
bidity of at least four major etiologic diseases: 
rheumatism, syphilis, arteriosclerosis and hyper- 
tension. It would seem evident, therefore, since 
the etiology and satisfactory treatment of only 
one of these conditions—syphilis—is known, 
that heart disease will continue for a consider- 
able period to be a large factor in mortality. 
‘The usual course of heart disease in its va- 


rious forms is familiar to you all; and it is clear 
that there will be, for an indefinite time, a need 
for beds in hospitals for the care of chronic car- 
diae invalids. The development of institutions 
for patients suffering from chronic disease is de- 
pendent upon two factors at work in our present 
day civilization: one is the broad humanitarian- 
ism which is responsible for the improved care 
of the sick poor throughout this country, and 
the other is the economic viewpoint, which is 
trying to assess the cost to the community of 
illness, and the practicability of salvage in the 
group of chronic invalidism. I believe that 
charity which disregards the latter factor is apt 
to be wasteful and unintelligent. When one 
considers heart disease in this light, however, 
the fact becomes clear that it is responsible for 
a loss to this country which is enormous and is 
measured annually in hundreds of millions of 
dollars, and that as a mere problem of salvage 
the adequate care of cardiac patients is finan- 
cially attractive. Chiefly does this apply to the 
possibility of the prevention of rheumatism, for 
the invalidism and early death of patients with 
rheumatic heart disease is, as Haven Emerson 
has recently pointed out, the cause of the great- 
est cardiae loss to the country, since it is this 
group which, at the time of death, have not at- 
tained the peak of earning power. Their mone- 
tary value to the community is much greater 
than that of the older age groups in which the 
calculated future cost of maintenance of an in- 

*Read at a meeting of the New England Heart Association, 
May 17, 1928. 
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dividual more nearly balances his future earn- 
ings. 

Cardiac patients almost always enter our gen- 
eral hospitals for two reasons: first, with acute 
or subacute manifestations of the ‘‘rheumatic 
disease,’’ as rheumatic fever or chorea with or 
without clinically demonstrable carditis; sec- 
ondly, with congestive or anginal heart failure. 
In 1927, 7,442 patients were admitted to the 
Massachusetts General Hospital. Of this num- 
ber 598 were discharged with a diagnosis of 
heart disease. Forty patients were discharged 
convalescent from rheumatic fever and 22 from 
chorea. During the same period 78 patients 
died in the hospital from cardiac disease, and a 
new diagnosis of heart disease was made on 
2134 patients in the Out Patient Department. 
No comparable figures are available from the 
Boston City Hospital Report of 1926,** but if 
the percentage of cardiacs was the same (about 
8% of discharges), approximately 1600 such 
patients would have left the hospital from an 
admission total in that year of 19,826. From 
the Peter Bent Brigham Hospital in 1926,** 555 
cardiacs were discharged from a total admission 
list of 4442 patients (12%). Judging from the 
reports of the last two years, it would seem that 
over 2500 cardiac patients are yearly leaving 
the three largest Boston Hospitais. This figure, 
of course, is only an approximation, as it does 
not take into account unavoidable duplications 
or readmissions to the hospitals nor, on the 
other hand, does it include many who never get 
into hospitals at all. Also many of the patients 
admitted to Boston hospitals are not residents 
of Boston. From the natural history of cardiac 
disease it is certainly evident, however, that 
this is a group of patients who, for a very con- 
siderable period of their stay in these three hos- 
pitals, were occupying beds needed for the diag- 
nosis and treatment of acute disease. A large 
number would benefit by further bed rest under 
medical supervision in institutions for the care 
of the chronic sick. 

In 1926 a board of social workers from six 
leading Boston hospitals submitted a report to 
the Boston Finance Commission concerning pa- 
tients with chronic disease referred by physi- 
cians to their Social Service Departments. Out 
of 724 patients, 199, or 27.5%, had heart disease. 


**The last available report. 
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In the entire.group the home conditions were as 
follows : 


Homes satisfactory for care of patient 61 84+% 
fairly or temporarily satis- 


factory 

unsatisfactory 490 67.6+% 
No home 97 13.4—% 
Not given 19 26+% 


724 


Of this group of 724 divuanbs ill, 260 were 
at home or with relatives, although only 118 
had homes which were suitable or fairly suit- 
able for their care. 

Another suggestion of the magnitude of the 
problem is found in the result of the survey of 
chronic disease made last year by the Boston 
Council of Social Agencies for Dr. Haven Emer- 
son. During the year from July 1, 1926, to 
June 30, 1927, it was reported that 4316 per- 
sons in Boston were known to be suffering from 
chronie disease, of which 845 had heart disease. 
‘‘Chronic disease, for the purposes of this sur- 
vey, was defined as a pathological condition last- 
ing more than 3 months, that definitely inter- 
feres with normal activity and in which the 
problem of medical and nursing care is domi- 
nant.’”’ 

43 % were known to hospitals. 
24.1% “ social service departments. 


23.5% “ community health nurses. 
9% * social agencies. 


of these 845 cardiac patients 
29 had been ill less than 3 months. 


84 
131 sé 66 6 12 
a A 1 2 years 
7 over 10 years. 
90 “ an unknown time. 


This report is incomplete and the data have 
not been published. I am indebted,to Miss 
Hamburger, who had charge of the investiga- 
tion, and to Miss Ida Cannon, for the material. 
The survey, of course, includes only the dis- 
covered cases and those in the poorer classes, 
but it is these who would most need care in 
charitable institutions. it represents an unique 
study of a very important social and economic 
problem. 

The study of the public school children of 
Boston undertaken recently by the cardiac spe- 
cialists of the city showed about 800 cases of 
organic heart disease among children from 6-15 
years of age. A suggestion of the chronic and 
convalescent bed needs of such a group can be 
seen from the figures of the Children’s Cardiac 
Clinie and Chorea Clinics of the Massachusetts 
General Hospital. At the present moment 
(May 11, 1928,) 30 children from an active en- 
rollment list of 432 are in bed with active rheu- 
matie infection (about 7%). This, however, 
has been a very good year for children with 
rheumatic heart disease; perhaps an average of 
10% might be the usual figure. How long a 
child is kept in bed with subacute rheumatism 
and its sequelae can be estimated from our ex- 
perience at the House of the Good Samaritan, 
where there are 40 beds for children under 12, 
and 14 beds for older girls and women. In 
1927, 197 patients were admitted; the average 
stay was practically 100 days. Of these 10.6% 
were patients who were readmitted. The home 
conditions are suggested by the fact that at a 
recent census it was discovered that only 11 out 
of 52 patients then in the hospital had beds of 
their own at home. 


There is not space here to analyze the age in- 
cidence of the chronic cardiac patient. The So- 
cial Service survey showed the following : 


Total no. of| 14 yrs. ‘and under| 15-29] 30-59 | 60 yrs. and 


patients. 
M F M F 


over 


M-F M-F | MeF 


407 438 91 113 
~ 


37 72 | 93 126 186 127 
109 219 313 


On October 19, 1927, a one-day census was 
made in the chief general Boston hospitals. On 
that day 3127 patients were in bed and of this 
group 626 had chronic disease and 92 of these 
were suffering from heart disease. 


18 were recommended for acute hospital care. 
47 chronic 


* “Home and visiting nurse 
care. 

= nursing Homes. 

4 not stated. — 


This table shows the large group of children 
under 14 who have acquired the rheumatic in- 
fection. It indicates also that cardiacs do fairly 
well from 15-30 but begin to have more crip- 
pling symptoms after this age. The group 30- 
59 years of age also includes most of the luetic 
eases. The large number in the group over 60 
is quite striking, though of much less economic 
importance, according to Haven Emerson, since 
at the age of 70 the dollars and cents value of a 
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man among the lower wage earners has fallen 
to zero, the cost of his maintenance being equal 
to his future earning capacity. 

What are the facilities in Boston for the bed 
eare of patients with heart disease who are not 
acutely ill, that is, charitable institutions ca- 
pable of keeping patients longer than 3 months 
if necessary, but not homes for incurable patients 
without much medical supervision? They con- 
sist largely of 4 types: (1) City or State pauper 
hospitals, (2) institutions for terminal care of 
fatal cases, (3) the House of the Good Samari- 
tan, limited to children and women, and the 
Robert Brigham Hospital with 10 beds for boys 
of 14 to 20 years of age and (4) nursing homes 
for children run by the Children’s’ Bureau, the 
Children’s Mission, the Jewish Juniors, etc. 

It is evident that little organized bed care of 
such patients is to be found in Boston. The 
conditions are not peculiar to this city. The 
situation in Chicago is shown by a statement 
in a recent number of the Bulletin of the Chr 
cago Heart Association. ‘‘Chicago has 8 all- 
year-round convalescent homes with 315 beds, 
one summer convalescent ‘‘home camp’’ with 
45 beds, used four months, two during the 
Spring and two during the Fall. Chicago has 
no homes where infants can be cared for during 
a period of convalescence. Chicago does not 
provide a single bed for a man or a boy over 12 
needing convalescent care. Chicago’s quota for 
adequate care is 1,500. In other words, for 


every existing convalescent bed in Chicago there 


Since it is frequently difficult for the Social 
Service worker, or for the teacher, or the em- 
ployer in industry to know how much activity 
may be permissible to individuals with heart 

disease and also what types of heart disease are 
dangerous, that is, subject to sudden death and 
contraindicating any moderate amount of exer- 
tion, I am adding a few words which may help 
in these respects. 

In the first, place, the conditions which do 


not in themselves contraindicate a moderate 
amount of exertion are as follows: 


a. Valvular disease of the heart as shown by 
certain murmurs. 

b. Enlargement of the heart. 

ce. Irregularity of the heart action. 


DISCUSSION 
BY PAUL D. WHITE, M.D. 


are five persons waiting to use it.’"* In gen- 
eral, cardiac clinics throughout the country are 
more numerous than institutions for chronic 
care; in the United States, 182 of the former 
to 35 of the latter. In Boston, the House of the 
Good Samaritan has beds for 54 patients, and 
the Robert Brigham VPospital for 14 children 
and young adults. A few other children can be 
placed in nursing homes. The hopeless atmos- 
phere of almhouse hospitals and institutions for 
incurable invalids is bad for cardiac patients. 
As a practical solution for the disposal of car- 
diacs such institutions are unsuccessful, nor is 
the medical control generally rigorous enough 
for this type of patient. More facilities are now 
available in Boston for women than for men, in 
spite of the fact that the most urgent need is for 
rehabilitation of the young wage-earning man 
by hospital treatment. There is no place for 
the care or training of such patients. : 

It is impossible, at present, to state accu- 
rately the number of beds needed in Boston to 
supply the demands of those crippled by heart 
disease; as an estimate it is at least 150. It is 
sufficient to call attention to the extent of the 
problem, to the value to the patient and to the 
community of institutions for the care and 
study of such patients, and to the lack of any 
hospital, except the House of the Good Samari- 
tan, suitably organized for the relief of any 
considerable number of chronic sufferers from 
heart disease. 


*Chicago Heart Association Bulletin, Vol. 6, April, 1928. 


High blood pressure. 
e. Low blood pressure. 
f. Nervous heart conditions. 


Conditions which do econtraindicate a mod- 
erate amount of exertion are as follows: 


a. Angina pectoris, more than the mildest. 

b. Congestive heart failure with shortness of 
breath and swelling of the feet on 
slight to moderate exertion. 

ce. The presence of infection. 

d. Inflammation or aneurysmal dilatation 


of the aorta. 
Cardiac causes of sudden death are in the 
main as follows: 
a. Angina pectoris. 
b. Syphilitie aortitis. 


e. Coronary thrombosis. 
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A CRITICAL REVIEW OF “MEDICAL ASPECTS OF CONTRACEPTION” 
BY NORMAN E. HIMESt 


LTHOUGH three other valuable reports 
published by the National Council of Pub- 

lie Morals have preceded the Medical Aspects of 
Contraceptiont, the present volume is likely to 
exceed the others in usefulness and interest to 


the physician. It should be noted—and this} 


seems to have been overlooked by some writers 
who have commented upon the report—that the 
Council is a voluntary body of public-spirited 
but private citizens and is in no sense a parlia- 
mentary or other official commission vested with 
peculiar authority. Eighteen meetings were 
held, at which evidence was submitted by as 
many informed individuals, a few of whom 
were not physicians but who, none the less, were 
in a position to speak either because of expe- 
rience in clinics or for other reasons. Charles 
Gibbs, Senior Surgeon at the Charing Cross 
Hospital, acted ‘as Chairman, and Sir Arthur 
Newsholme, the eminent vital statistician, as- 
sisted as Vice-Chairman. Other members of the 
Committee were C. J. Bond, A. K. Chalmers, 
Mrs. Agnes Dunnett, J. S. Fairburn, Letitia 
Fairfield, Arthur E. Giles, Leonard Hill, Fran- 
ces Ivens, F. H. A. Marshall, Charles Porter 
and Herbert R. Spencer. I presume that the 
‘task of selecting this critical, if not somewhat 
‘fanti’’, committee devolved upon Sir James 
Marchant, the General Secretary of the Coun- 
cil, whose alarmist and ‘‘anti’’, yet in many 
respects open-minded, writings on birth control 
are well-known to students of the problem. 
According to the ‘‘terms of reference’’ the 


Committee proposed to investigate the follow- 
ing problem : 


I. It is recognized that there are many aspects of 
the’question of conception control; this inquiry 
is limited to its medical aspects. 

II. In using the term “medical” it is intended to 
make an investigation into the restriction of 
families by whatever methods it is accom- 
plished and its effect on the bodily and mental 
health of the individuals concerned. 

III. Under the term “health” are included the rele- 
vant biological (physiological and psychologi- 
eal) factors which affect the normal life. 

IV. Among the particular problems which it is pro- 
posed to investigate are— 

(a) the medical reasons for the exercise of 
conception control; 

(b) the effect on health of sexual abstinence, 
partial or complete, in married life; 


*Medical Aspects of Coniraception. Being the Report of the 
Medical Committee appointed by the National Council of Public 
Morals in connection with the investigations of the [British] 


National Birth-rate Commission. London: Martin Hopkinson & 
Co., Ltd. 1927. Pp. xvi+183. 


TFor record and address of author see “This Week’s Issue," 
page 40. 


tThe Declining Birth Rate: Its Causes and Effects [First 
Report of National Birth-Rate Commission] London: Cha: 

and Hall, 1916. Problems of Population and Parenthood. [Sec- 
ond Report) London: Chapman and Hall, 1920. The Ethics of 
Birth Control. Macmillan, 1926. - 


(c) the reliability as a preventive against 
conception of the so-called “safe-period” 


with the relevant physiological and bio- 


logical problems; 
(d) the effect of the use of various contra- 


ceptives on 
(i) the subsequent of the 
fertility persons 
(ii) the health concerned 


The report itself deplored the small amount 
of scientific knowledge based on statistical data 
bearing on the efficiency of contraceptive meth- 
ods. The Committee could not ‘‘regard as satis- 
factory many statistical statements as to the 
relative success or failure of various contracep- 
tive methods’’ (p. 2), and seemed to regard the 
researches of the Committee on Maternal 
Health (N. Y.) as most likely to be of scientific 
value. The reviewer shares the opinion. The 
Committee was of the opinion that contracep- 
tives are, at present, being widely employed; 
that their use is ‘‘probably increasing rapid- 
ly’’; that the reduction of the birth rate is 
‘‘nerhaps chiefly’’ due to this, and that the sup- 
posed influence of diet in reducing human fer- 
tility ‘‘remains to be proved.’’ The argument 
that contraceptives cause sterility did not seem 
to impress the committee. Among the medical 
indications for contraception receiving approval 
were the following: diseases of a hereditary 
character, uncompensated heart disease, 
Bright’s disease, tuberculosis, and conditions 
making child bearing dangerous (e. g., pelvic 
deformity, tumors, severe debility, and varicose: 
veins). Poverty and insufficient housing accom- 
modation were ruled out as not properly in the 
medical sphere, and not, therefore, within the 
terms of reference. Although the Committee 
viewed ‘‘with anxiety the indiscriminating pub- 
licity (Stopes’ propaganda?) now being given 
by some persons to the subject of birth control,’’ 
it seemed to overlook the fact that the avoid- 
ance of research, discussion, and practical help- 
fulness on the part of the medical profession 
has been, in the past, chiefly responsible for the 
extent to which laymen have been taking up the 
subject in Britain. The report continues: 

We repudiate the idea that innocence should 
be based 


on ignorance; but knowledge 
should be given judiciously ... 

We are of opinion that no impediment 
should be placed in the way of those mar- 
ried couples who desire information as to 
contraceptives, when this is needed for 
medical reasons or because of excessive 
child-bearing or poverty: 

In this matter the welfare of the fam- 
ro .. - Should determine the common prac- 


A medical report cannot entirely ignore 
the bearing of this subject on the national 


| 
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welfare. There are limits beyond which 
a falling birth-rate is a disaster to a 
country... 


From this last view Marshall, the well known 
physiologist, dissented in a special memoran- 
dum, stating that in his judgment ‘the dan- 
‘gers from over-population, especially among the 
less desirable elements of society, are greater 
than those from a falling birth-rate.’’ (p. 23.) 
Another memorandum by Drs. Bond and Dun- 
nett deplored the lack of attention to the long- 
run eugenic aspects of the problem. Drs. Ivens 
and Spencer, respectively gynaecologist and ob- 
stetrician, with the memorandum (No. 
II) of Newsholme and Hill in which the belief 
was recorded that ‘‘the frequency with which 
control of conception in married life is called 
for in the true interest of the family, or for 


health’s sake,’’ is exaggerated. Newsholme re- | bee 


iterates those extreme environmentalistic views 
to be found in his published works. His views 
on heredity and the distribution of inborn abil- 
ity throughout various social classes are several 
decades out of date and are by no means in con- 
sonance with the weight of authority on psycho- 
logical problems. Hence his unsympathetic atti- 
tude toward the whole problem. Like Dame 


Mary Scharlieb, he belongs in thought as well: 


as in years, to the older school. 

~The conflict of opinion which characterized 
the gathering of evidence makes breezy reading. 
The most useful part of Marshall’s testimony 
seems to have been the point that the mid-pe- 
riod, far from being the ‘‘safest time’’ for in- 
tercourse, was the ‘‘most dangerous’’ (p. 31). 
The evidence of Dr. Robert L. Dickinson, Sec- 
retary of’ the (New York) Committee on Ma- 
ternal Health, and of Dr. Gertrude Sturges, un- 
til recently the Executive Secretary of that or- 
ganization, may be ranked as among the most 
valuable testimony presented. Drs. Dickinson 
and Sturges must be accorded a first rank 
- among those who have brought to the study of 

contraception a scientific methodology, keen 
analytic power, as well as objectivity and im- 
partiality. 

After indicating that the physician has 
assisted in creating the population problem by 
reducing mortality, Dickinson insisted that two 
courses now lay before the profession: either 
(1) to investigate the medical aspects of con- 
ception and its control, or (2) to decline to do 
so. He traced the extent to which the subject 
was now in the hands of laymen, who often 
have a case to prove regardless of the facts. 
The result is that the evidence collected without 
proper supervision is given little credence in 
responsible circles. His committee, in endeav- 
oring to overcome this, has been hampered by 
(1) American legislation, and (2) by obscuran- 
tism and indifference among American medicals 
and their organizations. The American pro- 
fession refuses to investigate the problems of 


conception control, ‘‘exclude these from . . . 
its textbooks, declines to discuss them in Uni- 
versity lectures—with a few notable exceptions 
like Columbia and Hopkins—or allow them on 
programmes at representative meetings, and is 
unwilling to conduct an authorized clinical in- 
vestigation—at least with us. Propositions for 
study and definition of the actual need by the 
societies of medical specialists, each in its own 
field, have been side-tracked. While the New 
York Obstetrical and the American Gynecologi- 
eal Societies are on record as favouring inves- 
tigation, the American Medical Association has 
blocked, within six weeks, the recommendation 
sent up by its Obstetric Section, to the effect 
that existing laws be altered wherever neces-— 
sary, as in fifteen states, to allow physicians to 
give contraceptive advice. The profession has 

n accused, and you see on what grounds, of 
obstructing the producing of evidence’’ (p. 36-__ 
7). This eminent gynaecologist then dealt with 
the foreign investigations of the representative 
of the Committee on Maternal Health as well as 
the research program being carried out in New 
York. Among other notable statements made 
in the course of his testimony, Dr. Dickinson 
declared, that in his experience of forty years 
as a practicing gynaecologist, he was unable to 
recall any injury resulting from contraception 
except when a uterine stem was used. 

In reviewing the New York situation, Dr. 
Dickinson stated that the American Birth Con- 
trol League, of which Mrs. Margaret Sanger has. 
been until lately the President, received re- 
quests for contraceptive advice from no less 
than 60,000 married couples during each of the 
past two years (1925-26) and that over 7,000 
doctors had applied there for ‘‘counsel and in- 
struction.’’ [Representative types of these let- 
ters from married people will be found in Mar- 
garet Sanger’s new book, ‘‘ Motherhood in Bond- 
age.’’ (Brentano’s)]. He adds: ‘‘These are, 
therefore, requests for medical advice made, not 
to a medical organization, but to a registered 
nurse. Under these conditions it seems time for 
our profession to bestir itself.’’ (p..39.) The 
League’s clinic is getting many more patients 
than the hospitals and dispensaries codperating 
with the Committee on Maternal Health. This 
slows up the collection of impartial clinical data 
based on continued observation and controlled 
follow-up. 

The reviewer wishes that space were avail- 
able to relate Dr. Dickinson’s chronicle of the 
extent to which the State Board of Charities 
has obstructed the effectiveness of the work of 
this able and well-recognized medical body. 
When a Governing Board proposed to take over 
a clinic that there might be adequate medical 
supervision for cases acceptable under the New 
York law, the State Board of Charities, after 

posing many prerequisites to approval, ‘‘de- 
veloped a fresh and novel requirement, namely, 
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that waivers of objection or statements of neu-|' 


trality be secured from specified religious 
groups [italics mine]. (p. 40.) Since these 
were available from all organizations save one, 
this body has thus been ‘‘ placed in the clear-cut 
position of blockading a scientific investigation 
which has received the highest medical endorse- 
ment. 

Dickinson considered the ‘‘ present duties’’ of 
the medical profession to be ‘‘well defined.’’ 
Among these constructive suggestions I select 
the following as perhaps the most important: 
(1) ‘To get the facts.’’ (2) accept re- 
sponsibility. (a) Existing hospitals and dis- 
pensaries, when informing a patient that child- 
bearing involves temporary or permanent dan- 
ger to life or health for mother or child, should 
assume the responsibility for giving counsel and 
treatment for control of conception, or else re- 
fer the patient where such advice can be wisely 
obtained. (b) Physicians should assume the 
same attitude...’’ (3) To ‘‘clarify and define 
those medical indications concerning which 
there is present difference of opinion.’’ (4) 
‘‘To discover or develop some social organiza- 
tion which will study to classify the economic 
indications.’’ (5) ‘‘To undertake research 
looking to better methods.’’ (6) ‘‘To develop 
or take over one or more demonstration clinics, 
under a Board of leading gynaecologists, obstet- 
ricians .. .’’ (7) ‘‘To avoid dogmatic pro- 
nouncements in the absence of case history evi- 
dence.’’ 

Dr. Gertrude Sturges further described the 
work of the Committee on Maternal Health, 
showed the need of gathering accurate case rec- 
ords upon which reliance could be placed, and 
exploded some false current notions about the 
‘‘elinies’’ in Holland. 

Those who are unfamiliar with the clinical 
aspects of birth control in England, and this 
includes the overwhelming majority of Ameri- 
can practitioners, will find very enlightening 
the testimony of Drs. Cox, Robson, and Winter, 
Medical Officers of the Walworth, Cambridge, 
and Wolverbampton clinics (respectively). Dr. 
Cox described in her précis, which was elabo- 
rated under cross-examination, the type and 
number o£ cases served, the methods employed 
and the nature of the clinic routine. Experi- 


: ence with 7600 cases had shown no ill effects to 


date. The average family income was from $10 
to $15 per week. Many husbands were unem- 
ployed or on the dole. The cross-examination 
showed what is well-known to the reviewer from 
his own investigations that the Walworth clinic 
has no accurate statistical information on many 
important points. The efficiency of follow-up 
is an unknown quantity (p. 76-77) and it is not 
known how many failures there are. The medi- 
cal observations on the records of Walworth and 
most other English clinics are inadequate and 
incomplete. 


Dr. Robson ‘‘indorsed’’ the views of Dr. Cox 
and presented figures culled from the records 
of the Cambridge clinic showing the service of 
the clinic to the poor or unemployed, to the 
overcrowded, or those having inadequate hous- 
ing accommodation, and to women with serious 
disease. Up to the time Dr. Robson gave testi- 
mony, however, the Cambridge clinic had been 
operating for only thirteen months. The clinic 
as yet had no statistical evidence as to the results 
of methods as sufficient time had not yet 
elapsed. 


Dr. Winter reported that 500 cases had been 
advised at the Wolverhampton clinic in the first 
eighteen months since the clinic’s opening in 
May 1925. A shilling fee was charged for ad- 
vice and fitting, and the patients were supplied 
with appliances at cost. A device not most com- 
monly fitted in the English clinics was con- 
sidered by this physician ‘‘more efficient’’ 
(p. 92). Dr. Winter ‘‘thought’’ the average 
number of children per patient was five 
(p. 93). But my analysis based on the 
ease cards of the first 498 cases at this 
clinic shows that while there were 1775 preg- 
nancies or 4.56 per. patient (the standard devia- 
tion being 2.41) there were 1450 children liv- 
ing at the time the mother first visited the 
clinic, or 2.91 per patient. The standard devia- 
tion was 1.83. There were thus three, not 
five, living children per patient. Nineteen 
per cent. of the pregnancies were lost 
up to the time of the patients’ first 
visits and these resulted from deaths, still- 
births, miscarriages and abortions. Forty-one 
and five tenths per cent. of all losses were the 
result of miscarriages, induced or ‘‘natural.’’ 
The records of the other clinics tell much the 
same story. [See my article in the October, 1928 
issue of The Eugenics Review (London), The 
British Birth Control Clinics: Some Results and 
Eugemc Aspects of Their Work. «Those inter- 
ested in the English situation may also care to 
refer to the article by Norman E. and Vera C. 
Himes on ‘‘ Birth Control for the British Work- 
ing Classes: A Study of the First Thousand 
Cases to Visit an English Birth Control Clinic’’ 
in a forthcoming number of Hospital Social Ser- 
vice Magazine.| The Cambridge Clinic’s 
representative was in much the same posi- 
tion as the other clinic doctors with regard to 
reliable statistical information. She had little 
or none. She guessed that about 20 out of the 
500 cases were failures. I may say, however, 
that the secretary of the clinic believes that 
the majority of these were due to careless use 
or non-use of the appliances recommended. In 
fairness to the clinics, however, it should per- 
haps be observed that their primary réle has 
not been that of gathering scientific informa- 


tion so much as serving the public with the best — 


they knew. After all, every physician does this 


every day. If we all waited until we were cer- 
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tain we were absolutely right, most tasks, and 
many essential ones too, would remain undone. 
Dr. Winter pointed out that the pelvic ex- 
amination at the clinic often resulted in the dis- 
covery of conditions for which patients were re- 
ferred to other hospitals. Some women sought 
advice for the relief of apparent sterility. 


Mr. T. A. Webster presented evidence on 
Vitamin E in relation to human fertility which 
was mostly irrelevant in the present state of 
our knowledge. : 


I especially commend to the reader the testi- 
mony of Dr. C. Killick Millard, whose study of 
the subject of contraception extends over sev- 
eral years. His questionnaires, to summarize 
which there is no space here, have done much to 
record the progress in enlightenment and lib- 
erality among his English colleagues. He in- 
sists that ‘‘scientific investigation into the best 
means of controlling conception is greatly 
needed.’’ (p. 113.) Other pertinent opinions 
based upon his experience might be quoted: ‘‘I 
myself have had no case brought to my notice 
of injury from the use of contraceptives.’’ 
(p. 114.) ‘*‘. ..I feel strongly that where the 
husband and wife cohabit and are on affection- 
ate terms, complete abstinence from sexual re- 
lations is definitely injurious both physically and 
psychologically ... It is so impracticable that 
sooner or later it would certainly break down. 
Personally, I would never recommend it as a 
satisfactory method of limiting the size of the 
family.’’ (p. 111.) Dr. Letitia Fairfield direct- 
ed obscurantist questions toward Dr. Millard. 
She suggested that blind nature knew more 
about the matter than humans who would at- 
tempt to control conception. 


Dr. Newsholme, like L. I. Dublin, in this 
country is excessively worried about a station- 
ary population. Nothing could be more hor- 
rible from his point of view. He seems to 
assume that a population to be healthy must be 
increasing. There is a mass of evidence against 
the view. Dr. Newsholme suggested that if 
some failed to marry, or, if married, to repro- 
duce in sufficient numbers to maintain their 
stock, the fertile families should make up the 
difference. (p. 119.) It is high time that this 
pet notion of vital statisticians was waylaid! 
Millard also argued that the ‘‘embargo’’ of the 
Ministry of Health preventing contraceptive 
advice being given at the 2000 odd welfare cen- 
tres throughout England only meant that birth 
control would get more and more into the hands 
of ‘‘unqualified people.’’ I can say from a 
study of the problem on the spot extending over 
a period of eighteen months that this is exactly 
- what is happening. The rest of the record of Mil- 
lard’s testimony is primarily concerned with 
the attempts of Newsholme, Marchant, Hill, and 
Fairfield to coerce Millard into making state- 
ments in which he did not believe. But he was 


too astute for his inquisitors, and, I may add, 
too well-informed. 

The evidence of that staunch old Malthusian, 
Dr. Binnie Dunlop, was concerned mainly with 


|attempting to demonstrate, by the use of charts 


furnished in part by Dr. C. V. Drysdale, that 
the falling birth rate has been, historically con- 
sidered, an important factor—perhaps the chief 
factor—in the declining death rate through an 
economic nexus. Newsholme ardently chal- 
lenged this view with the idea of ‘‘getting rid 
of it’’ once and for all. And, although he seems 
to the reviewer to have been successful in at- 
tacking Dunlop’s over-simplification of the case, 
he was unable to cite the case of a single country 
in which birth rates and death rates did not 
move pretty much together. Dunlop further 
argued that if the use of contraceptives were 
injurious to women, one would expect this to be 
reflected in the death rates of women at various 
ages, especially during the reproductive period. 
However, evidence was adduced, showing on the 
contrary, that the death rates of English women 
in various age groups have fallen more rapidly 
than those of men, and that the death rate has 
fallen fastest during the reproductive ages of 
women. The argument seems to me unconvine- 
ing. I doubt if the widespread use of contra- 
ceptives would have a great or direct influence 
on the decline of the general death rate even if 
contraceptives were injurious. Theoretically, if 
wide employment of contraceptives has lessened 
abortion, or attempts at abortions, deaths 
of women from this cause may have been 
reduced. I have demonstrated elsewhere 
that frequent child-bearing is in itself a 
contributory cause of infant  mortality.* 
Smaller families would, therefore, reduce 
the mortality in the lower ages. It might 
also be expected to lower the frequency of 
deaths in those cases where the mother possesses 
obvious indications for the employment of con- 
traceptives pensated heart disease, tu- 
berculosis, Bright’s disease, among others. 
There is reason to believe, therefore, that con- 
traception would cause a decline in maternal as 
well as infant mortality. None the less, I can- 
not help feeling that Dunlop has adopted an 
inadequate hypothesis in assuming: that the 
widespread use of contraceptives might be ex- 
pected materially to decrease the death rate 
among women. Left-wing Malthusians are too 
predisposed to give preventive medicine little 
credit and to base the fall of the death rate 
upon a sort of economic legerdemain—the exact 
process of which remains unclear—by which 
the declining death rate of the nineteenth cen- 
tury is ‘‘explained’’ by the increased food sup- 
ply in that period. On the other hand, it can 
be said with equal justice that the overwhelm- 
ing majority of physicians tend to over-value 


*The Relation of Birth Control to Infant Mortality and Preg- 
nancy Waste. Jewish Social Service Quarterly. June, 1928 
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the factor of preventive medicine and to under4 
value long-run economic and social forces. As 
so often happens, some mid-position would seem 
the most impregnable. I contend, in short, that 
we should refuse to accept the notion that mod- 
ern contraceptives are injurious, not because 
there has failed to be an increase in the death 
rate of women during the reproductive ages, but 
because there is no evidence that any modern 
methods (except the stem) are physically in- 
jurious. The view that they are harmful is re- 
futed by trustworthy evidence that would fill 
. half a volume. The fact is that Dunlop has 
been pressed into this position by an obstinate 
few who would not permit themselves to come 
to conclusions to which recently discovered data 
would inevitably lead them. If these few are 
determined on other grounds not to accept the 
evidence, nothing can possibly budge them. 

Dr. Norman Haire, of Harley Street, London, 
than whom few are better informed on the tech- 
nique of contraception, was the next to give evi- 
dence. Since his précis consisted largely in an 
unsuccessful attempt to substantiate figures on 
the relative reliability of current contraceptive 
methods, and since this paper has been pub- 
lished elsewhere* more completely, I shall not 
diseuss it in detail here. In passing, however, 
it might be said that some of Haire’s statements 
impress one as being excessively sweeping. I 
doubt whether all of Dr. Haire’s judgments on 
the effectiveness of certain devices are based 
upon adequate evidence impartially collected, 
and the question arises whether Haire has not, 
like so many before him, attempted simply to 
‘‘elear the air’’ for the reception of the particu- 
lar device he has in his own experience found 
most reliable, harmless, and efficient. 


Of all the testimony presented perhaps that 
of Dr. R. C. Gibbons, gynaecologist to the Gros- 
venor Hospital for Women, was the least scien- 
tific. ‘‘General impressions, . . .’’ he declared, 
“are not sufficient [to arrive at conclusions 
with] ... scientific accuracy.’’ (p. 173.) Then 
he proceeded to give his ‘‘general impressions’’ 
with dogmatic self-confidence interspersed with 
statements like the following: ‘‘I have nothing 
definite to found an opinion on .. .’’ (p. 167); 
“I have had no evidence that .. .’’ (p. 169). 
He informs us in one breath that all contra- 
ceptive methods are unreliable; in the next 
that he has never had any experience with 


*See HAIRBE, NORMAN The Comparative Value of nnd 
Contraceptive Methods. Reprinted from the Proceedings of the 
First International Congress for Sexual Research (Berlin, Oct., 
1926) London: Cromer Welfare Centre, 59 Cromer St., London, 
W.C. 1, 1928. Price 1 shilling. 


any of them. Throughout his professional 
career he has always recommended a ‘‘meth 

which has repeatedly been demonstrated to be 
non-existent, as the most unscientific and un- 
reliable of all, viz., the so-called ‘‘safe-period.’’ 

The statement by Lord Dawson of Penn, phy- 
sician to the King, was upon this occasion as 
liberal and well-informed as his previous pro- 
nouncements. A few brief quotations will sug- 
gest where he stands: (1) ‘‘The critics of birth 
control content themselves too much with high- 
sounding phrases and ignore the realities which 
determine the solution of this problem.’’ 
(p. 175.) (2) ‘‘Birth control by abstinence is 
either ineffective or—if effective—pernicious.’’ 
(p. 175.) (3) ‘‘In my judgment there is no evi- 
dence that the use of contraceptives as such 
does either physical or moral harm to those who 
practise it, nor do I think that the use of checks 
leads to excessive intercourse.’’ (p. 177.) He 
contended that the Catholic Church had con- 
ceded the desirability of family limitation in 
certain cases by recommending the use of the 
mid-period. ‘‘If’’, he concludes, ‘‘our ‘pastors 
and masters’ would but accept control of con- 
ception as a necessary feature of our present- 
day civilization, and still more, cease from 
feebly excusing it on so-called medical grounds, 
and, on the other hand, unite in bringing be- 
fore the public the importance of adequate par- 
enthood, constructive guidance would take the 
place of futile controversy.’’ (p. 178.) 

An admirable summary of the evidence has 
been ably presented in the last chapter of this 
volume by Dr. Crichton-Miller. If the reader’s 
time and interest is greatly limited, this all too 
brief chapter at least should be perused. 

It may be said in conclusion that the present 
report is likely to prove much more valuable than 
its predecessors; that this is certainly the case 
as far as the interests of physicians are con- 
cerned; that the Council has performed an es- 
sential public service in publishing its conclu- 
sions, and particularly the testimony of those 
called before it; and that it is gratifying to 
note the more liberal position taken in each 
successive report issued. Much remains to be 
done and I am sure I express the sentiment of 
many others when I give voice to the hope that 
the Council will not relinquish its task as fin- 
ished. We are informed in a prefatory note that 
the Council hopes to raise sufficient financial 
help to inaugurate an investigation into the 
economic aspects of the question. Economists 
the world over look forward to its initiation and 


successful completion. 


| 
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DEFORMITY IN INFANTILE PARALYSIS 
Its Prevention and Correction* 
BY W. RUSSELL MAC AUSLAND, M.D.t 


FORMITY and its correction in infantile 
paralysis was the subject that I was asked 
to discuss. This topic is somewhat paradoxical 
in nature, since in the majority of cases of 
poliomyelitis no deformity should occur. I, 
therefore, will place more emphasis upon the 
prevention of deformity than upon its correc- 
tion. It is either because physicians and sur- 
geons are not familiar with the factors entering 
into the development of deformity, or because 
they do not appreciate its significance, that so 
many children become cripples. Deformity can 
be prevented in nearly every instance. To un- 
derstand the principles of preventive treatment 
_ one must be acquainted with the etiologic and 
pathologic background of the development of a 
deformity. 
ETIOLOGY 

There are five etiologic factors that enter into 
the development of deformity: muscle unbal- 
ance, ligamentous and tissue contraction, habit 
posture, static disturbance, and gravity. Most 
important is muscle unbalance. All muscles 
work in pairs. When one group becomes par- 
alyzed, its antagonist contracts as the result of 
the shrinking of the fibrous and capsular tissue. 
As soon as the are of motion becomes limited, 
the ligaments and fascia contract. Suppose, for 
example, that the anterior muscle group in the 
leg is paralyzed. The posterior group will then 
contract and cause the forefoot to drop. Our 
knowledge of the action of the various muscles 
makes it possible for us to anticipate the de- 
formity that will occur, in every instance, when 
a group of muscles becomes paralyzed. 

Deformity may be due to the patient’s hold- 
’ ing his limb in malposition to secure relief from 
pain, or to maintain balance. Very often a pa- 
tient will find comfort by flexing his knees over 
a pillow. Such a measure of relief should never 
be allowed, for it leads to flexion deformity. 
Unbalance is more liable to occur when the pa- 
tient begins to sit up. If the back muscles are 
weak, the patient cannot hold himself erect, and 
unless precautionery measures are taken, curves 
develop in the spine. Weight-bearing aggra- 
vates any slight malposition and may lead to a 
bony deformity. One must constantly watch 
out for static influences when the patient be- 
comes ambulatory. 

*Read before the New Hampshire Medical Society Clinical 
Meeting at Hanover, New Hampshire, September 56, 1928. 

La record and address of author see “This Week's Issue,” 
page 49, 


Gravity Plays an early part in the develop- 
ment of deformities. The weight of the foot or 
arm in the presence of paralyzed muscles pulls. 
the limb into malposition. 

It must be borne in mind that a deformity is. 
progressive in character. A slight malposition, 
when aggravated by weight-bearing or habit 
posture, may become structural, and in time 
cause alteration in the contour of the bones. 
Atrophy of the bone then occurs from disuse 
and ultimately the limb becomes shortened. 


THE PREVENTION OF DEFORMITY 


The large majority of deformities can be pre- 
vented by maintaining the affected limb in cor- 
rect anatomic and functional position until mus- 
cle control returns. These positions are as fol- 
lows: the foot at right angles to the leg; the hip 
in abduction; the knee in extension; the spine 
in hyperextension; the shoulder in abduction; 
the elbow in flexion at a right angle, and the 
wrist in hyperextension. 


Steps should be taken to cnawesi deformity 
during the very early part of the paralytic stage, 
even when it is impossible to determine which 
particular muscle group is involved. The spine 
should be maintained in correct position by plac- 
ing a fracture board under the mattress, and by 
putting a hyperextension roll under the lower 
edges of the scapulae. The feet should be kept 
at right angles to the leg by the use of a box or 
other simple means. This will prevent the bed- 
clothes from weighing down the toes. The arms 
may be tied to the top of the bed to keep the 
shoulders in abduction. 

_As soon as one can determine the exact mus- 
cle groups involved, more definite steps can be 
taken to prevent deformity, and to facilitate the 
recovery of muscle power. Plaster bandages, or 
light, well-fitting mechanical appliances are now 
used for protection. In addition to keeping the 
affected limb in the anatomic position, it should 
be placed in overcorrection. This principle of - 
overcorrection is fundamental in the treatment of 
infantile paralysis, and it is particularly appli- 
cable during the first: six weeks of the disease. 
Suppose, for instance, that the outer group of 
muscles of the foot is paralyzed. To prevent 
the development of deformity, the foot should 
be maintained not only at right angles to the 
leg, but it should be placed in valgus deformity. 
Deformity is prevented by maintaining the foot 
in this position, and at the same time the re- _ 
eovery of muscle power is facilitated by the 
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shortening of the distance between the origin 
and the insertion of the muscle. 

Particular care should be taken to prevent 
the development of deformity when the child 
begins walking. Weight-bearing in the presence 
of slight malposition will aggravate the condi- 
tion and lead to sequelae that are far-reaching. 
The danger of the development of deformity in 
the ambulatory stage is particularly great in 
spinal involvements. A curvature may develop 
so gradually that definite deformity exists be- 
fore the trouble is recognized. 

Some operators object to the use of plaster 
bandages and apparatus, claiming that the limbs 
become atrophied when these protective means 
are used. In my opinion, rest in a plaster shell 
causes less atrophy than rest in bed in the posi- 
tion of deformity. Furthermore, any wasting 
of the limbs can be easily overcome by the use 
_of proper therapeutic measures, such as massage 
and exercise. 


THE CORRECTION OF DEFORMITY 


I have spoken at length on the prevention of 
deformity, and now I shall outline briefly the 
methods of correction in cases in which de- 
formity has occurred. Surgeons have been 
forced to give a great deal of attention to the 
study of methods by which deformity could be 
corrected, since in past epidemics the principles 
of prevention were not understood, and even 
today they are being disregarded in many cases. 
There are, of course, a few instances in which 
preventive measures fail to accomplish their 
purpose, but the proportion of these cases is 
relatively 

The presence of deformity is the greatest ob- 
stacle to the return of muscle power. Recovery 
takes place more rapidly and more effectively 
when the limbs are held in proper position. 
Proof that the return of power is delayed by 
the presence of deformity is furnished by cases 
that recovered function after the malposition 
had been corrected. 

The importance of the correction of deformity 
as soon as it is recognized cannot be overempha- 
sized. There is no period in the course of the 
disease when the correction of deformity is not 
indicated. When one considers how a deformity 
increases in severity, and how the presence of 
malposition in one limb leads to deformity in 
another body part, one can appreciate the sig- 
nificance of early correction. I might cite many 
instances illustrating the grave sequelae to a 
deformity that originally was very slight, but 
the case of a foot in equinus deformity fur- 
nishes perhaps the most striking example. If 
the patient bears weight with the foot in the 
position of talipes equinus, the knee becomes 
contracted. Gradually the iliofemoral band 
tightens, and eventually scoliosis develops. Had 
the toe-drop been corrected, this pitiable condi- 
tion could have been avoided. — 

The method used in correction depends upon 


the degree of the deformity. Slight tissue con- 
tractures, or bony deformities in the very early 
stages can usually be overcome by a manipula- 
tive procedure. Several manipulations, in which 
only a slight correction is gained each time, may 
be necessary. Other cases require a simple 
operative procedure, such as fasciotomy, osteo- 
tomy, tenotomy, tendon elongation, or tendon 
shortening. If there is any question as to 
whether a manipulation or tenotomy is to be 
done, the stretching method should always be 
used, as it ensures the preservation of muscle 
strength, whereas a tenotomy leaves a muscle in 
a weakened state. 

The problem of the correction of deformity in 
moderately severe or extreme cases is closely 
connected with the restoration of balance. 
Operations which have for their object the res- 
toration of stability should not be performed 
until two years have elapsed from the onset of 
the disease, and not until the child is at least 
seven, or better ten to twelve years of age. In 
the meantime, care should be taken to hold de- 
formity in check insofar as possible. The excep- 
tional case in which operation is imperative be- 
fore the elapse of two years is that of increasing 
deformity. 


The value of tendon transplantations in main- 


taining correction of deformity and restoring 
stability has been greatly overestimated. It is 
the consensus of opinion among the best opera- 
tors that tendon transplantations are of value in 
only a few carefully selected cases. In weight- 
bearing joints, these methods are most successful 
when used in conjunction with a stabilizing pro- 
cedure. In the hand and fingers, where there 
is no strain from weighi-bearing or from the 
effect of gravity, transplantations are of more 
advantage. 

In the foot, in which tendon transplantations 
have been used most extensively, there are only 
three conditions in which the procedure should 
be considered. As a rule, the anterior and 
posterior tibial muscles are affected, and there 
are no groups that can be substituted satisfacto- 
rily for these strong muscles. Transplantation 
of the tibialis anticus into the cuboid for varus 
deformity is the only satisfactory tendon trans- 
ference in foot paralysis. Transplantation of 
the peronei into the scaphoid is of value when 
used as a supplementary measure to an astrag- 
aloscaphoid arthrodesis for valgus deformity. 
Transplantation of the peronei into the Achilles 
tendon is satisfactorily used in conjunction with 
an astragalectomy. All other transplantations 
in the foot are ineffective. 

In the knee, when the quadriceps is paralyzed, 
transference of one of the flexors forward has 
a definite value in increasing stability. I have 
found the sartorius the most satisfactory muscle 
to transpose. 

Transplantations about the hip have been 
most unsatisfactory. Cases have been reported 
as successful, which I have found recovered func- 
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FIG. 1. Case I. E. D. Calcaneovalgus Deformity. Anterior 
view before astragalectomy. 


FIG. 2. Case I. E. D. Calcaneovalgus Deformity. Anterior 
view 10 years after astragalectomy. 


tion through a return of power in the glutei, 
rather than because of any substitution of 
power. 

Transplantations in the shoulder and elbow 
have given disappointing results. 

In the hand, the transference of muscles has 
been more successful. Provided there is suff- 
cient muscle material available in the flexor 
group, extension may be restored by transplan- 
tation of the tendons. 

Among the operative procedures that have 
been devised to restore balance in an unstable 
foot, and thereby to correct deformity, is Gal- 
lie’s method of tenodesis. In varus, valgus, 
and equinus deformities the procedure may be 
used to advantage. Tenodesis has more definite 
value if it is performed in conjunction with a 
stabilizing operation upon the bones, since the 
ligaments are ened to stretch when —— is 


FIG. 3. 


borne. Another method involving the use of 
tendons is the Whitman Loop Operation fae 
equinovalgus deformity. 

In many extreme cases of deformity it is nec- 
essary to attack the bone skeleton itself to se- 
cure permanent correction of the malposition, 
and to stabilize the limb. The well-known meth- 
ods used in foot deformities are: astragalec- 
tomy, astragaloscaphoid arthrodesis, subastraga- 
lar arthrodesis, arthrodesis of the ankle joints, 
Jones’ operation for calcaneocavus, Campbell’s 
bone-block operation for drop-foot, and Putti’s 
bone-block operation for talipes caleaneus. I 
shall not go into detail on each of these pro- 
cedures, but I shall discuss briefly astragalec- 
tomy and subastragalar arthrodesis. 

Astragalectomy is accepted as the standard 
method of stabilization for talipes calcaneoval- 
gus, and it has been used successfully in cases of 


flail foot, talipes equinus, equinovalgus, severe 
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elaw-foot, and in certain cases of talipes varus 
and valgus. The object of an astragalectomy 
is to make a new ankle joint that will be stable 
and well balanced. When properly done, it 
shifts the weight-bearing line to the front of 


correction of a talipes caleaneovalgus by astrag- 


alectomy. 


Case I.—E. D., aged eight years. 


Complaint: Deformity of the left foot. 
Duration: Four ~zars. 


FIG. 5. 


‘ the not by displacing the foot backward, and 
increases the length of the fulcrum. Restora- 
tion of balance by this means is especially effi- 
cient when the peronei are transplanted into the 
Achilles tendon in conjunction with the astrag- 
alectomy. I have secured very gratifying re- 
sults from the use of astragalectomy in over 
400 cases. The following case illustrates the 


Cause: Infantile paralysis. . 

Physical Examination: The left foot was in cal- 
caneovalgus deformity. (Fig. No. 1.) There were 
no contractures. The gastrocnemius and the plantar 
flexors were absent. The quadriceps, the anterior 
tibial, and the peroneal muscles were strong. There 
was shortening of 1% inches. 

Treatment: December, 1914. An astragalectomy 
with transplantation of the peroneal: tendons into 
the tendo Achillis was performed. 


FIG. 4. Case II. H. R. Calcaneocavus Deformity. Lateral view 7 months after subastragalar arthrodesis. 
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Result: January 22, 1924. The foot was at a 
right angle in excellent posterior displacement and 
-in good alignment. (Fig. No. 2.) There was 10 
degrees motion at the midtarsal joint. The patient 
was wearing a lift under the heel and sole of the 
shoe to compensate for the shortening. 


Subastragalar arthrodesis is a splendid sta- 
bilizing method in cases in which it is more 
advisable to stiffen the joints below the astrag- 
alus than to perform an astragalectomy. Lat- 
eral deformity is prevented by fixation of the 
subastragalar joints, and balance is restored 
by backward displacement of the foot. The op- 
eration may be performed in children from 
twelve to sixteen years of age. Cases of talipes 
- valgus, varus, calcaneus, and flail foot are open 
to subastragalar arthrodesis. For the last few 
years I have been using my own technique of 
subastragalar arthrodesis, and I have obtained 
consistent good results. Below is given one of 
the cases that came under my care. 


CasE II.—H. R., aged twenty-three years. 
Caleaneocavus deformity. (Fig. No. 3.) 
Lameness. 

: Twenty-one and a half years. 
Infantile paralysis. 

Treatment: January 14, 1925. I performed a sub- 
astragalar arthrodesis, according to my regular tech- 
nique, and removed a V-shaped wedge from the mid- 
tarsal region to correct the cavus deformity. 

Result: February 9, 1925. The foot was in excel- 
lent displacement. There were signs of union in 
the subastragalar joints. 

Result: March 9, 1925. The plaster bandage was 
removed, and an outer upright with an inner 
T-strap applied to the shoe. 

August 24, 1925. The Roentgen film and photo- 
graph taken seven months after operation show an 
excellent result. (Figs. 4 and 5.) 


_ In the hip joint stabilization by arthrodesis is 
required in very rare cases. Usually when the 
condition is so extreme as to warrant this pro- 


cedure, concomitant deformities and paralysis] dis 


are present, and the stiffened hip would be of 
little advantage. 


A knee with little or no power of extension 


may be stabilized by Putti’s operation of tibio- 


astragaloid arthroresis. This procedure pro- 
vides for the formation of a bone block in a 
trough made in the body of the astragalus. By 
this means, dorsiflexion of the foot is limited 
and the knee thereby becomes more stable. 
When instability is present, a subastragalar 
arthrodesis is performed in conjunction with 
the arthroresis. 

Fixation of the shoulder joint is advisable pro- 
vided the muscles that elevate the scapula are 
strong. When the shoulder is arthrodesed in 
about 50 to 60 degrees abduction, 10 to 15 de- 
grees forward of the sagittal plane, the substitu- 
tion of the scapular movement provides good 
function. 


The fusion operation of the spine is the pro- 
cedure of choice in cases of increasing deform- 
ity. The most satisfactory age for spine fusion 
is young adolescence, but arthrodesis may be 
performed before the age of fifteen years if 
deformity is developing. This operative pro- 
cedure involves very little danger, and in the 


‘majority of cases is successful. 


CONCLUSIONS 


From an orthopedic point of view, the most 
important factors in the treatment of infantile 
paralysis are the prevention of deformity and 
its correction as soon as it is recognized. Our 
knowledge of the etiologic and pathologic fac- 
tors that enter into the development of a de- 
formity makes it possible to avoid malposition 
in the great majority of paralyzed cases. When 
deformity develops either through neglect to 
use preventive measures, or, as occasionally hap- 
pens, in spite of our most earnest efforts to pre- 
vent malposition, there are ample means at our 
i to secure correction. The important 
factor is to correct the deformity as soon as it 
is apparent. 


FIBROID TUMORS OF THE UTERUS 


‘ BY JAMES W. JAMESON, 


IBROID tumors of the uterus so called, are 
seldom of -a pure type consisting of fibrous 
tissue alone, but are composed of a mixture of 
muscle and fibrous tissue in varying proportions. 
The larger the amount of muscle tissue present 
the softer the growth and the more reddish and 
flesh colored it appears, while it is firmer, denser 
and whiter, with a cut section appearing like 
watered silk, if the fibrous element predominate. 


Consequently when we speak of fibroids we 
usually are considering fibromyomata, and it is 
about these tumors that I shall say a few words 
_ before I report some cases. 


Poti Pa and address of author see “This Week’s Issue,”’ 
page 44, 


M.D., F.A.C.S., CONCORD* 


Fibromyomata of the uterus are usually mul- 
tiple but may occur as one large growth involv- 
ing the entire uterine body, so that it is prac- 
tically impossible to differentiate tumor from 
uterus. Whether these growths originate from 
cell rests in the uterine muscle, or whether they 
are due to predisposed tendency to form fibrous 
tissue along the blood vessels is not known but, 
that they occur in a relatively high per cent. in 
unmarried women or those who have not borne 
children, that they: occur in members of the 
same family, are common in negroes and that 
they do not occur before puberty is well recog- 


nized. 
Classifying according to location we have: 
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Subperitoneal: which are often pedunculated 
and may become separated from the uterus, 
and exist as a free solitary intra-abdominal 
tumor. 

Interstitial or Intramural: which are usually 
the largest in size and more apt to occur on 
the posterior than the anterior wall; these 
may become necrotic from lack of blood 
supply or may undergo fatty degeneration, 
causing the discharge of a yellowish ma- 
terial resembling pus, or degenerate into 
soft cystic material. 

Submucous: which are most common in causing 
continued bleeding, not infrequently become 
pedunculated and are extruded through the 
external os, in toto, or may remain as uter- 
ine polypi. 

The symptoms caused by fibromyomata de- 
pend upon the size and location of the 
wth. 

Bleeding: the most common symptom in tumors 
of all sizes and locations. This may be a 
marked menorrhagia, but in submucous va- 
rieties or in those which have undergone 
degeneration, the bleeding may be practical- 
ly continuous in small amounts, with an in- 
crease at menstruation. Where a definite 
tumor can be palpated and bleeding occurs 
the diagnosis can be easily made, but in pa- 
tients about the menopause with a sym- 
metrical and only slightly enlarged uterus 
who suffer from severe haemorrhages, it is 
impossible to determine whether the bleed- 
ing is due to a submucous tumor, to a 
fibrosis of the uterus or to changes incident 
to the menopause. 

Pressure symptoms: usually occur in the larger 
growths and those of the subperitoneal or 
interstitial variety. They may cause di- 
gestive disturbances due to pressure on the 
bowel or frequent urination due to pressure 
on the bladder. Occasionally the extremely 
large growths may interfere with the circu- 
lation so much that swelling of the leg may 
be present, as was the condition in one of 
the cases to be reported, or may embarrass 
respiration. 

Pain: occurs infrequently except where the 
uterus is attempting to expel a growth, or 
where the tumor is adherent to or presses 
on the ovaries. 

There is usually a feeling of pressure or 
weight in the pelvis and this is often ac- 
companied with backache. 

Vaginal discharge: may vary from a dark red- 
dish thick mucus in the slightly ulcerated 
growths, to a profuse thick purulent foul 
smelling discharge in those tumors which 
have become necrotic, or in which retained 
blood clot has decomposed. In the tumors 
which have undergone cystic or fatty de- 
generation there may be slight or no dis. 
charge. : 


The treatment of fibromyomata of the uterus 
depends somewhat upon the size of the growth 
and the age of the patient. Small growths in 
a woman of the childbearing age, with few symp- 
toms may be left alone to give her a chance for 
pregnancy, for not all women who have fibroids, 
and become pregnant, abort. 


Myomectomy may be practiced in some of the 
larger growths producing symptoms before the 
menopause but should not be done after men- 
strual periods have ceased. 


Supravagiaal hysterectomy is the operation 
of choice, unless there is irritation or ulceration 
of the cervix, because it can be done more rapid- 
ly than a complete hysterectomy—and carries 
with it a lower mortality, varying from 2-5%. 
Coring out the cervix, as recommended by La- 
hey, instead of cutting across it, is a very satis- 
actory procedure. 


The question often arises as to the proper 
treatment for those patients who bleed profuse- 
ly about the menopause, whose uterus is only 
slightly enlarged, and on examination no tumor 
is palpable. If with rest in bed, administration 
of pituitrin, or ergot, the profuse flow recurs 
more than two or three times, a hysterectomy 
should be done or the bleeding should be checked 
by x-ray provided, there is no inflammatory con- 
dition present in the adnexa. 


October 25, 1925. Mrs. E. B.—age 74. Referred by 
Dr. Dudley. 


Several years patient nas had mass in lower part 
of abdomen gradually increasing in size. Attacks of 
abdominal pain, evidently due to pressure distention 
and cramps, relieved by catharsis, much discomfort 
from pressure on sitting or bending. Frequent urina- 
tion, constipation, Menopause several years ago— 
no bleeding, little discharge. Several years dyspnea 
and precordial distress from heart trouble—lately im- 
proved under treatment. Left leg and thigh have re- 
cently been swollen. 


Physical ¢examination—Elderly, well nourished. 
Heart—irregular and intermittent, fair force. 
Lunge—some emphysema. 

ded, symmetrical not tender; 

smooth laterally, movable mass just above 
level of umbilicus. 

Vagina—no discharge, pelvis filled—mass palpa- 
ble one felt above. Rectal, mass palpable. 

. Prepared for operation. 

Diagnosis—Fibroid. 

10/26—Large uterus 7x9” upper part smooth and 
hard lower cystic and contained considerable 
gelatinous cystic material greenish. Peri- 
toneum thickened contained considerable 
thin yellowish fluid—adhesions. 

Supravaginal hysterectomy: leakage of material due 

to cutting of clamps, 2 cigarette drains. 


Temperature rose to 102.5 on day following opera- 
tion but gradually returned to normal, pulse never 
over 90. Catheterization necessary for few days. 
Wound healed primarily except at point of drainage 
and entirely closed in 2 weeks. Patient discharged 
on 21st day p. o. 


Diagnosis—Carcinoma of uterus. 
Pathological examination: cystic degeneration of 
fibroid. 
Patient alive and well today. 
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March 21, 1927. Mrs. L. H.—age 60. Referred by 
Dr. Connor. 

For past 9 months profuse foul vaginal discharge, 
so offensive that the odor penetrated the entire 
house, not decreased by douches nor local treatment. 
Discharge occasionally blood stained, no pain, ap- 
petite poor, loss of weight, frequent urination. 

Patient has been very depressed and six months 
ago was in the State Hospital for several weeks with 
no improvement of her mental state. Menstrual 
periods profuse for several years but have been ir- 
regular for past year and a half. She has had one 
child. An abdominal tumor was discovered six 
months ago. 


Physical examination— 

Abdominal—full symmetrical distended, fullness 
in lower half and extending above umbilicus 
—mass smooth, firm, slightly tender not mov- 
able. 

Vaginal—marked foul, greenish, vaginal dis- 
charge—cervix small; soft and smooth mass 
felt above. 

Cul de sac filled with slightly tender elastic 


mass. 
Temperature 99.6. Pulse 90. 
Diagnosis—Carcinoma of uterus. 


Operation 3/22/27—Peritoneal cavity considerable 
clear yellowish fluid. Uterus large, soft, boggy 
about size of child’s head. Lower portion de- 
generated friable—infiltration into broad liga- 
ments. 


Section of the tumor showed a mass of greenish 
broken down tissue entirely filling the uterine 
cavity and apparently springing from the pos- 
terior uterine wall. 

Removal of uterus, tubes and ovaries—tissue 
broke through at cervix—edges clamped and cau- 
terized with cautery. 

Two cigarette drains. 


Little discharge vaginal or abdominal—little 
nausea no fever—no pain. 

4/4—Wound healed primarily except at point of 
drainage. 
Discharged. 
Mental condition improved. 


Pathologic—Degenerated fibroid non-malignant. 


Patient at present is entirely well and her men- 
tal condition is practically normal. : 


April 10, 1928. Mrs. K—Age 63 W. Referred by | 


Dr. Morrill. 

Menopause 9 years ago, nothing since until 6 
months ago when she began to have uterine bleed- 
ing which has recurred a few times since—no pain, 
some loss of weight—marked loss of strength during 
past 6 months. Frequent urination—constipation—3 
weeks ago left leg began to swell and this has gradu- 
ally gotten worse, subsides some at night—No pain. 
This condition made her consult her physician. 

Has never noticed. any abdominal tumors but 
a her abdomen had been hard for past few 
months. 


Physical examination—Rather stout — markedly 
anemic. 

Heart—irregular and intermittent—loud blowing 
systolic murmur at apex. Heart moderately 
enlarged. 

Blood pressure—140-80. Hb. 55. Urine negative. 

Abdomen—tull, especially in lower part where 
swelling could be definitely seen extending 
up 2” above the level of the navel, smooth 
not tender. 

Vagina—cervix small smooth, mass fills entire 
pelvis and continuous with abdominal mass. 
Little brownish discharge from external os. 


Thigh left—leg and ankle swollen and edema- 
tous. No varicose veins. 
right—normal. 


After admission to the hospital patient complained 
of slight irritation of throat, and temperature began 
to rise, gradually throat cleared up—no signs in~= 
chest. No pain nor discomfort. Temperature rose 
to 103 and she complained only of weakness, profuse 
perspiration which drenched her night clothes. W. 
B. C. 17600. Poly. 78%. 

Slight odor to vaginal discharge, which was 
bloody. It was evident that temperature was due 
to absorption, and operation done April 18th. 

Very large uterus extending above the navel, soft - 
and mushy, adherent in pelvis and especially on left 
side. Supravaginal hysterectomy was done and on 
section a large soft friable growth about 8x10” pushed 
forward from the posterior wall. It was degenerated 
and partly replaced by broken down blood clot. 

Wound was closed with a cigarette drain to pelvis. 
Temperature immediately dropped after operation 
and sweating disappeared after 4-5 days. This was 
evidently due to absorption. Heart behaved satisfac- 
torily and wound was entirely healed in 15 days and 
patient was discharged on the 20th day p. o. 

Diagnosis—Fibromyoma degenerated. 

Pathologic examination: Degenerated fibroid with 

extensive hemorrhage. 


Mrs. M.—32. Married. Referred by Dr. Connor. 

June 1924—Has had several miscarriages, at about 
3 months, last one year ago and menstruated until 
about 4 months ago. About 10 days ago attack of 
abdominal pain especially on right side low down, 
cramp like and suggested threatened miscarriage, 
but quieted down under rest, but did not disappear. 
Nausea and vomiting at times for 6 weeks. Mass 
has been palpable in right lower quadrant during 
past 10 days during which time she has been under 
of her physician. Temperature 100. Pulse 
110 


Physical examination—Patient rather pale. Abdo- 
men is slightly distended. In right lower quad- 
rant is a firm mass size of a grapefruit, reach- 
ing above the level of the navel not tender, mov- 
able laterally. Is attached to the uterus but can- 
not be felt distinct from it. Cervix soft. 

Diagnosis—Fibroid of pregnant uterus. 

Operation June 6th, 1924—-Lower abdomen filled with 
old blood clot. Large oval fibroid size of grape- 
fruit on the right anterior surface of the uterus; 
when raised there was profuse bleeding from the 
body of the uterus to which the fibroid had been 
attached, but had previously been partially torn 
off. The fibroid was removed, and also a smaller 
one on the anterior wall, uterus was sutured and 
wound closed. 

The patient bled for several days following oper- 
ation, cramps became more severe, and uterus was 
emptied with relief of symptoms. 


Discussion 


Dr. JoHN F. Giuz, Hanover: The paper 
which Dr. Jameson has given us covers very 
completely the subject of fibroids of the uterus 
and anything I say will simply supplement or 
emphasize certain points that he has made. 

Cases that have been bleeding badly should be 
put to bed, and many times this treatment alone 
is sufficient in a short time to bring a patient to 
a condition suitable for operation. Many times 
I have had cases brought to me for immediate 
operation because of severe bleeding, anemia, 
weakness and other symptoms of loss of blood. 
A two weeks’ rest in bed has cleared up the 
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symptoms to a marked degree and the patient is 
in a much better condition to stand operation. 

The facts in a case of this sort are usually that 
the patient has not been kept perfectly quiet, but 
has been up and around the house a good deal of 
the time and has not been given a chance to 
stop flowing. 

If there is any regularity to the time of flow- 
ing it is best to wait in these severely weakened 
cases until just before the next bleeding is ex- 
pected and then operate. Rest in bed may be 
supplemented by transfusion, sunlight, injec- 
tions of iron, and general nutritive care. 

Fibroid usually occurs in the fundus as ap- 
posed to the cervix of the uterus and hence in 
the diagnosis may be confused in some cases with 
earcinoma of the fundus. In such cases it is 
oftentimes safer to have a frozen section of 
curettings followed by hysterectomy if non-ma- 
lignant. Occasionally a single fibroid may be 
removed from the cervix with a complete cure 
or a pedunculated one may be removed which 
comes from the inside of the uterus and delivers 
into the vagina. I remember one such which 
was delivered with obstetricai forceps, the pedi- 
cle eut, a curettment done, and a complete recov- 
ery resulting. 

Uterine or cervical polypi at times may be 
confused with fibroid or both may be present in 
the same case. 


As to treatment I will take up only the opera- 
tive side as my experience with radium and 
x-ray is nil. 

In most cases hysterectomy is the operation 
of choice and I see no reason for leaving either 
tubes or ovaries; occasionally in a woman in 
the childbearing age, it is wise to do a myomec- 
tomy, particularly if there have been miscar- 
riages or a woman is anxious to bear children. 
I have two such cases which after two miscar- 
riages a myomectomy was done and the women 
have each borne children since. On the other 
hand one must not try to be too conservative. 
[I remember one case very well, in which a wom- 
an had had reported miscarriages; no examina- 
tion had Been made between pregnancies at any 
time until I saw her. She had multiple fibroids, 
and at operation double cystic ovaries and tubal 
adhesions were present as well; multiple myo- 
mectomy was done with partial removal of tubes 
and ovaries. The whole operation was very time 
consuming and left raw areas and bleeding 
points everywhere in the pelvis. My better 
judgment told me to do a hysterectomy and 
clean everything, but they were so anxious to 
have children that I was more influenced by 
their wishes for that than for the safety of the 
woman. She died following operation, probably 
of obstruction. 


I think it is always wise to repair a lacerated 


cervix before doing a hysterectomy simply to 


eradicate as far as possible the chance of a ma- 
lignancy in a retained diseased cervix. 

A little refinement of the supravaginal hyster- 
ectomy is the coning out of the cervical canal 
thereby removing a varying portion of the cer- 


‘vieal tissue unless there is great thickening of 


the lower uterine segment. 

‘Myomectomy in elderly women I think should 
not be performed in the majority of cases as 
there are usually more fibroids at other points 
in the uterus and there will be trouble later on 
if the uterus is left in. 


Dr. Eveene B. Eastman, Portsmouth: If 
fibromyomata do not cause symptoms, no treat- 
ment is indicated. 

Radiotherapy is indicated for all patients 
over forty who have fibromyomata which are 
small, with menorrhagia as the chief complaint. 
It is also indicated in the patient under 40 who 
refuses surgical treatment, or if a major opera- 
tion should carry undue risk. Surgical treat- 
ment is indicated for most patients less than 
40, for most patients with pain or irritability of 
the bladder, for patients with tumors more than 
15 em. in diameter; for those whose tumors are 
of the pedunculated or submucous type or un- 
dergoing degeneration or inflammation ; for those 
whose tumors may not be fibromyomas, and for 
those with complications which require opening 
of the abdomen. Abdominal myomectomy is the 
operation of choice for the majority of patients 
less than 40. Vaginal myomectomy is indicated 
if the fibromyoma presents through the cervix. 

Subtotal abdominal hysterectomy should be 
performed in women less than 40 years of age, 
only when it is necessary to remove the greater 
part of the body of the uterus and when the 
cervix is in good condition. _ 

Total abdominal hysterectomy is the best 
operation when any lesion other than carcinoma 
exists in the cervix, and an abdominal operation 
is advisable or when the history suggests the 
possibility of malignant change in the fibromyo- 
mata or an associated malignant condition in the 
body of the uterus. © 


Dr. GEorGE C. WILKINS, Manchester: All of 
the cases cited by Dr. Jameson were evidently of 
the operative type. The treatment of the fibroid 
uterus may be carried on by operation, x-ray or 
radium, but the important consideration is the 
selection of the type of treatment to be given 
each case. The type of growth, the absence or 
presence of adnexal inflammation, and the size 
of the tumors are the factors which should in- 
fluence one in selecting the type of treatment 
best suited for that case. 

Operation should always be done in women of 
the child bearing age and should be done where 
there are multiple tumors or pedunculated tu- 
mors, where there are any other pelvic complica- 
tions, where there is a history of present or past 


inflammation of the tubes. 
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If the tumors are subserous, they should be 
operated upon and either a hysterectomy or 
myomectomy performed. The tumors which are 
symmetrical and which are not over the size of 
a four or a four and a half months pregnancy 
which do not come in the classification I have 
just cited, can be treated with radium success- 
fully. 

Then had 46 cases of fibroids of this type 
which I have treated with radium. The ages of 
these patients were from 38 to 69, the majority 
of them coming between 40 and 53. They have 
required one or two treatments only. Twenty- 
seven of the 46 required only one treatment, 19 
required two treatments. In these 46 cases the 
results have been successful with one exception, 
that one resumed bleeding later after one treat- 
ment, and a hysterectomy was performed in this 


The advantages of radium treatment are :—no 
mortality, three to four days in the hospital, and 
no convalescent incapacity. 

Dr. Gile spoke of putting the patient to bed 
to stop flowing and to prepare the patient for 
operation. Radium will do the same thing, and 
I have used it on numerous occasions for that 
purpose, giving the patient one radium treat- 
ment which stops all the flowing, allows her to 
recuperate, and later performing the operation. 


Dr. Joun F. Hotmes: In October 1927 at 
the meeting of the New England Surgical So- 
ciety Dr. Richard Miller of Boston presented an 
interesting and exhaustive study of sarcoma of 
the uterus in which he set forth that sarcoma 
of the uterus is usually discovered ‘‘during or 
after an operation for fibroid tumor’’. He re- 
ported that a series of myomectomies from dif- 
ferent clinics showed an incidence of sarcoma 
varying from 14% to 6% and placed 1% as a 
fairly representative figure from the literature. 

In discussing this paper Dr. Stephen Rush- 
more of Boston said, ‘‘If we accept one per cent. 
sarcomatous in myomata and add two per cent. 
of carcinomata we have a percentage of least as 
high as the difference in the mortality between 
radical and conservation operation for myomata 
(pan hysterectomy, as composed with supra 
vaginal hysterectomy) ’’ and pointed to this as 
another suggestion and indication that the rad- 
ical procedure is the operation of choice in my- 
omectomy. 

Cupping of the cervix as indicated by Dr. 
Jameson or better ‘‘removing the cervix with 
uterus’’ as described by Dr. Frank Lahey, Sur- 
gery, Gynecology, and Obstetrics, February, 
1928, overcomes objection to supra-vaginal hys- 
terectomy. I am strongly in favor of removing 
substantially all of the uterus when performing 
hysterectomy. 

One should bear possibility of malignancy in 
mind and be sure that all myomata are sent post- 
operatively to a competent pathologist for exam- 


ination. The importance of this I had brought 
forcibly to mind recently—I removed by hyster- 
ectomy what appeared to be a large myomata, 
the specimen was inadvertently put into the fur- 
nace by an untrained attendant and about two 
years later the patient died of carcinomatosis of 
the abdomen. 

In the question of radiation versus operation 
I am not convinced that anyone can radiate a 
uterus and say with certainty that the cancer 
cells have been killed. Dr. Ewing believes that 
radiation tends to encapsulate rather than kill 
the cells. I have found at autopsy active cancer 
cells in a uterus that had been radiated and all 
eancer cells supposed to have been killed. I | 
have performed hysterectomy where the uterus 
had been previously radiated for fibroid and 
found a pathologic condition that was not con- 
ducive to health. It would seem as though ra- 
diation is lacking in definiteness as compared 
with excision and, that, in the treatment of the 
operable case of myomata, excision is the pro- 
cedure of choice for all cases—radiation, of 
course, not being considered for operable cases 
under 40 years of age; nor, those with inflam- 
matory disease of the adnexa. ) 

I wish to commend Dr. Jameson’s excellent 
paper. 


Dr. G. S. Foster, Manchester, N. H.: After 
listening to this instructive paper of Dr. Jame- 
son’s two or three things come to my mind which 
impress me. One is the fact that to-day, possibly 
due to better methods of diagnosis, we are 
more apt to pick out these cases readily and 
much earlier in the stage of development. Large, 
adherent fibroids that we used to find fifteen or 
more years ago are not seen as frequently to-day. 

There was another thing that comes to my 
mind at this time and that is the question of 
whether we should radiate or whether we should 
operate. It seems to me that both operation and 
radiation are indicated in the majority of in- 
stances. First:—I believe we can _ state 
that we find fibroids more often in the nullip- 
arous uterus and, contrary to the statement 
made here yesterday, I believe malignancy is 
found more often in the multiparous ‘uterus. 

If there is any question of malignancy, the 
uterus should be operated upon and later be 
radiated. In other words we should use both 
methods to get the best results. There is no 
reason to think that we should leave a tumur in 
the breast and bury the radium for a length of 
time thinking we are going to get results. 
Metastases will occur. The same is true of a 
malignant uterus. Remove the tumor and then 
radiate. 

I think the best results have come from early 
and complete operation perhaps with x-ray and 
radium later as a supplement. If we are to get 
results in these cases, we must not overlook the 


facet that we have those instances of fibrosis of 
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the uterus which may occur without the pres- 
ence of a fibroid. We then have the liability of 
a malignant growth as well as the fibroid uterus 
becoming malignant and this more frequently 
in the multiparous uterus. I believe Dr. Wil- 
kins is right and I think Dr. Holmes is right. 
We should operate and make the field as clean 
as possible and use radium in the pelvis as well 
as in the uterus through a rubber tube follow- 
ing the operative procedure. 

One other word—in regard to leaving an ovary 
in these cases. In an individual under 45 we do 
no harm in leaving the ovary especially if the 
individual has not passed through the climac- 
' teric, and it seems to me if we leave an ovary, 
we ean assist that individual in an endocrine 
way. At least this has been our experience. 

Dr. James W. Jameson, Concord (closing) : 
There are only one or two things I would like 
to say in closing, and one is if we could deter- 
mine a fibrous uterus, one which bleeds at the 
time of the menopause, and differentiate that 
from a slightly enlarged uterus with a submu- 


cous fibroid or multiple fibroids, I should feel 
that we would be safe in recommending x-ray or 
radiation to stop the bleeding in these cases, but 
there are many cases of small bleeding fibroids 
where I feel that the uterus is better removed 
than left in the body. : 

The presence of multiple growths is an indica- 
tion for hysterectomy. The question of sarcoma- 
tous degeneration and whether or not a com- 
plete hysterectomy should be done: I feel that 
if the cervix is at all irritated or involved, it is 
wiser to do a complete hysterectomy, but with a 
perfectly smooth cervix and no symptoms from 
it, the coring out of the cervix and a supra- 
vaginal hysterectomy is preferable, because the 
two per cent. difference in mortality is only with 
the more skilled operators. The mortality be- 
tween supravaginal hysterectomy and complete 
hysterectomy varies between two and ten per 
cent. 

These figures should be considered. Sarcoma 
I think more often develops in the body of the 
uterus than in the cervix. 


A TREATMENT FOR ERYSIPELAS* 


BY JOSEPH C. TAPPAN, M.D.t 


HE Seeretary of The Rockingham County So- 

ciety telephoned me in January and asked 
me if I would read before the state society the 
paper which I read at the last county meeting, 
and, though it can hardly be dignified to 
the extent of calling it a ‘‘paper’’, it 
may perhaps contain something of interest, 
especially to the members who are at some in- 
convenience and loss of time, by reason of their 
isolation in the rural districts, and consequently 
cannot obtain antitoxin promptly for the treat- 
ment of erysipelas, though I think the residents 
of the more thickly settled areas can use it with 
profit in the way of quick results and small ex- 
pense. 
~ You are, of course, familiar with the iodine, 
ichthyol and other local treatments which have 
been in favor in the past and which were said to 
be efficacious, to say nothing of the drenching of 
the helpless victim with tincture ferri chloridi 
and other drugs, ‘‘ad nauseam’’. 

Only a short time ago, a patient told me of a 
remedy for erysipelas, which she claimed to be 
infallible and that a physician had offered her 
$500 for it and that she had refused. 

Of course, I cannot say as to the truth of her 
claim, but here it is as she gave it to me: Boil 
a package of elder flowers in a pint of milk, add 
a teaspoonful of vinegar and one of flour, to 
thicken it, and use as a poultice. 

*Read at the Annual Meeting, in Manchester, May, 1928. 
OY aig A record and address of author see “This Week’s Issue,” 


I do not claim originality for my method of 
treatment, as I learned it from a country phy- 
sician in the mountains of West Virginia, where 
he was my chief, when I was Mine Surgeon at 
one of the mines in that state. 

He had called me to see one of his patients, 
who had a very stubborn attack of tonsillitis, 
saying that he had tried all of the usual reme- 
dies in the case, without any good results. 

I asked him if he had used nitrate of silver in 
such cases and he replied that he had never 
heard of its use for that purpose but that he 
would try it if I recommended it and, at my 
suggestion, he painted the tonsils with a solu- 
tion of the strength of 114 drachms to the ounce. 

I saw him a couple of days later and asked 
him in regard to the patient and he was very 
enthusiastic in his praise, saying that the pa- 
tient was already well. 

‘‘Now,’’ said he, ‘‘I’m going to tell you some- 
thing. You try the same treatment in the next 
case of erysipelas you see and tell me if it is not 
the greatest remedy for that malady that you 
ever saw.”’ 

About two weeks later I was called to see a 
miner who had sustained a slight wound on his 
forehead and had developed a beautiful case of 
erysipelas, with great swelling of the whole sealp 
and face, temperature 103, considerable malaise 
and really, to all appearances, in a bad way. 

I applied the silver solution at once and gave 
no other treatment, except to order rest in bed 
and liquid diet. 
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On calling again, in less than twenty-four 
hours, I was astonished to find him up and 
dressed, and swearing like the proverbial troop- 
er because I had kept him home from his work. 

His pulse and temperature were normal and 
he was a well man. | 

I have, since then, used no other remedy for 
erysipelas and have had no failures and could 
quote case after case, in which recovery was 
made in from twenty-four hours to five days. 

I believe that the old remedies of ichthyol, 
ete., had, if any, only a slight beneficial effect 
and that the disease in which they were used 
merely ran its course. 


Many of you will, no doubt, raise the objection. 


of the hideous disfigurement caused by the ac- 
tion of sunlight on the silver, but it really clears 
up, by desquamation, in a few days, and who has 
not seen the poor victim wearing the stinking, 
greasy, unsightly ichthyol mask for weeks, to 
say nothing of the soiled bedclothing, hopelessly 
spoiled. 

I am cognizant of the recent use of antiery- 
sipelas serum, but have never felt that it was 
necessary to put the patient to the expense of 
buying it, when I had a much cheaper and ap- 
parently infallible remedy. 

I should be glad if any of you will tell us his 
experience with the serum, especially with re- 
gard to the time required for recovery under its 
use. 
There is the consideration which I have al- 
ready mentioned, that is, that the silver is prac- 
tically always and immediately available, while 
it is not always possible to secure the serum 
without loss of valuable time, especially in the 
rural districts. 

I apply the silver, in the strength mentioned, 
freely, once a day, being careful to paint it from 
one-half to one inch beyond the margin of af- 
fected tissue. 

In the beginning of this paver, I mentioned 
the use of the silver in a case of tonsillitis and I 
will add here that I always carry, in my bag, a 


bottle of the silver solution, of the strength men-. 


tioned, and an applicaticn of that to the tonsils 
is my first move in the treatment of a case of 
acute tonsillitis, with the result, usually of a 
quick cure of the case. Applications are made 
thrice daily. 

I will cite one case of erysipelas, as an exam- 
ple, that of a railroad employee who had 
dropped a large lump of coal on the top of his 
left foot, breaking the skin. 

He had been treated by the R. R. surgeon, but 
returned to his home in Alton, N. H., where I 
was then located. 

When I saw him the first time, his left foot 


and leg were swollen to twice the size of the’ 


well one, far above the knee and I immediately 
made an application of the silver solution, an- 
other the next day and on my third visit, the 
erysipelas was gone, his temperature, which had 
been 103, was normal and his only trouble was 


the infected wound on the top of the foot, at 
the point of original injury. : 


DIscussION 


Dr. Grorce C. WitKktns, Manchester: The 
discussions of subjects of this sort are of inter- 
est to all of us. Of course, erysipelas might be 
classified as a surgical disease and also as a 
medical disease. In the first place, the surgeon 
does not want to treat it and he ought not to 
because of the very definite danger of transfer- 
ring the infection from one patient to another. 

The causative factor in erysipelas is generally 
supposed to be the streptococcus but there have 
been many cases reported of the bacillus 
pyocyaneus and of the staphylococcus aureus 
being the tive factor. | 

-In considering the treatment of erysipelas we 
have two ways of handling it—either external 
applications, the use of vaccines; or both. With 
all the rest of you I have used ichthyol, painted 
the edges with carbolic acid and tincture of 
iodine and have saturated the skin with a solu- 
tion of magnesium sulphate. 

I always had the feeling that none of these 
applications are worth considering. Whether 
they are I don’t know, and I don’t know that 
anyone can prove one way or the other that 
there is a definite advantage in the local treat- 
ment, for this reason—that the organism which 
is causing erysipelas can be found at least three 
centimeters beyond the advancing line of in- 
flammation and in tissues which apparently look 
normal. Cutipuncture with a knife and subse- 
quent culture will prove this. 

Now the question is whether any kind of an 
application does help or not. Dr. Tappan has 
suggested a treatment which to me was abso- 
lutely new. I had not heard of it and had not 
used it. I certainly hope it will be successful. 
It has one advantage—it is clean. Ichthyol ap- 
plications are far from clean. Personally I be- 
lieve in the systemic treatment with erysipelas 
vaccine. It has been shown that patients with 
recurring attacks of erysipelas can be immu- 
nized by the intramuscular injection of skin 
doses of the toxin produced by erysipelas. 

The treatment by erysipelas antitoxin has 
been shown to be successful in reducing the 
severity of the disease and the duration of the 
disease by about 50 per cent. 

Recently there was published a report from 


| Bellevue Hospital in which 111 cases were 


treated and 85 per cent. were cured in from 
three to seven days, and only one to three in- 
jections were used. 

I recently had a personal experience with the 
vaccine which I am going to relate because the 
case is interesting. The patient was due to have 
a Caesarean operation. One week before the 
time due the obstetrician in charge of the case 
brought the patient to the hospital with her face 
blown up like a balloon with erysipelas, and an 
open cut on the cheek. Needless to say we re- 
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ceived her with open arms, but we had to take 
her in and we put her in a large room by her- 
self and watched her that day. On the follow- 


“* ing day I gave her an intravenous dose of ery- 


sipelas antitoxin. She had a severe anaphy- 
lactic shock, but I brought her back with adrena- 
lin, and after a while she was all right and in 
24 hours her temperature was down to normal, 
and the swelling had gone out of her face. The 
remaining swelling began to improve, and the 
redness went away, and on the fourth day the 
only area left was about the size of one’s palm 
on the back of the neck. That night she started 
in labor, and we moved the operating outfit into 
this room and did the Caesarean at once. The 
next day the erysipelas began to creep down 
over the back and it covered both shoulders and 
half the back, very mild with very little tem- 
perature, about 100 to 101. I did not repeat 
the antitoxin because of the uncomfortable re- 
action and because the erysipelas was not ac- 
tive. It was subacute, and gradually died out 
and that was the end of it. 

So I feel that the antitoxin is of great value 
in the treatment regardless of whatever may be 
used on the surface. The patient got along 
nicely, and there was no infection in the wound. 

Personally I think we are too much scared 
about taking erysipelas into the hospital. . I 
haye treated it in former days in an open ward, 
and I believe that can be done with safety, pro- 
vided the same nurse does not handle other sur- 
gical patients or patients with open wounds. I 
believe it can be done as safely as infectious pa- 


tients are handled in hospitals by the cubicle 
method. 


Dr. Henry W. N. Bennett, Manchester: I 
am speaking at a little disadvantage not having 
heard Dr. Tappan’s paper and having heard 
- only a part of Dr. Wilkins’s discussion. Taking 

up the point where Dr. Wilkins left off, there 
certainly has been a change in our attitude in 
regard to erysipelas. This morning I picked up 
an old copy of Osler’s Practice of Medicine— 
“fendemic in most countries, and in some cases 
epidemic. ’’ 

Coming from that down to the use of anti- 
toxin, I think it is not saying too much to say 
that in the next ten years the erysipelas anti- 
. toxin will do the same thing for erysipelas that 


“ the diphtheria antitoxin has done in diphtheria. 


There was some discussion outside yesterday 
afternoon in regard to the work leading up to 
this antitoxin and finding the report covering 
it. There are two articles in the Journal of the 
A. M. A. which cover that situation very ex- 
haustively ; one by a man who more than any- 
body else has brought the antitoxin down to the 
present state of efficiency ; and the report of the 
fourth and third Divisions of Bellevue where 
the treatment was tried out. Some of the charts 
are here and I think reading a few excerpts 
from those reports will be more concise and 


beneficial than anything I can say. Of course, 
the active organism is now known, the strep- 
tococcus hemolyticus closely allied to the organ- 
ism of scarlatina. : 

The question was asked whether the procedure 
in this field like that in our scarlet fever work 
was antedated by the men in Russia. As far as 
I know, no one is aware of any of the Russian 
immunologists having done any work in this 
field in any way, shape or manner. 

Coming down to the therapeutic records, this 
work was reported in the monographs of Kon- 
rad E. Birkhaug, M.D., Rochester, N. Y., Dept. 
of Bacteriology, School of Medicine and Dentis- 
try, University of Rochester and Proc. Society, 
Exper. Biology and Medicine, 22:292, 1925, 
Bull., Johns Hopkins Hospital, 36, 248 (April) 
1925, Johns Hopkins and Rochester. In every 
case a sensitization test of the skin was made 
before a therapeutic dose. 

You ean see this chart in the Journal of the 
American Medical Association, May 8, 1926. 
‘* An injection of 40 ¢.c. was given at 12 o’clock.’’ 
‘A third dose was given of 50 ¢.c., getting a 
drop to normal by midnight of the following 
day.’’ 

The other cases are exactly the same. 

In the following summer, 1927, tests were ar- 
ranged at Bellevue which I think are rather 
striking. The largest erysipelas clinic in the 
world is at Bellevue. Dr. Wm. Lusk from the 
medical standpoint has probably a greater ex- 
perience with the topical treatment of erysipelas 
than any other man in the world. The cases 
were divided into two groups; the surgical side 
taking one case and using the antitoxin, Dr. 
Lusk taking the alternate case using the treat- 
ment he employed previously. Before the ex- 
periment went very far Dr. Lusk turned over 
all the remaining cases of the series for treat- 
ment by antitoxin. That, I think, emphasizes 
the importance of this treatment more than any 
volume of statistics. 

A summary of figures, based on facial ery 
sipelas treated with antitoxin was read. . 


_ Dr. G. A. Weaver, Bradford, Vt.: Anything 
that I may happen to say about erysipelas isn’t 
in opposition to the antitoxin treatment. In 
country towns it isn’t always convenient to ob- 
tain a supply of that; but in view of what has 
been said I think I have a new remedy. I won- 
der if any of the men have tried hexamethylena- 
mine. I had a case and started her with seven 
and a half grains of hexamethylenamine every 
three hours, and within four hours there was a 
drop in the patient’s temperature with never 
any subsequent rise. Still the disease fluctuated, 
it would skip from one side of the face to the 
other and down the neck. After I had that ex- 
perience I doubled the dose and began giving 
the patient 15 grains every three hours, and the 


‘temperature remained down. By this time the 


patient was saturated with hexame thyl 


and had bladder symptoms, but the temperature 
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never went up again, and this patient who had 
chronic eczema around her ears and had had 
treatment for that by ultra-violet rays noticed 
a great improvement in the eczema, and by the 
time she was able to be up and about from the 
erysipelas the eczema disappeared for good. 

I think the treatment of erysipelas must be 
internal whether it is by the use of antitoxin 
or by the use of some chemical drug, but I do 
believe from my experiences with hexamethylen- 
amine that it is worth while for the profession 
to try that drug and give large doses of it. 


Dr. JosepH C. Tappan, Derry (closing): I 
have nothing further to say. I spoke about the 
cosmetic effect of silver nitrate. You can assure 
ladies that it will take the freckles off their 
faces when the discoloration goes away. 

I was surprised at Dr. Wilkins’s report. He 
didn’t say he had used silver. He did use it 
after he had used the antitoxin and had the 
exacerbation, and the erysipelas disappeared ; 
but, of course, that was not a good test for the 
silver. 

What I claim for the treatment is the quick- 
ness of its effect and its cheapness, and that 
there are some people, especially in the country, | 


who can’t afford to pay $9.00 for the antitoxin 
and wait for its delivery from a distant city. 


MISCELLANY 


NEW MEMBERS 


Beattie, Barbara, Littleton; Wethey, Francis Van 
Vechten, Enfield; Hjort, Axel Magnus, Hanover; 
Howland Clifford, Raymond; Sidis, Sarah Mandel- 
baum, Portsmouth. 


RESIGNATION 


Dr. A. E. Brownrigg, Washington, D. C., 2716 Wis- 
consin Avenue. 


SULLIVAN COUNTY MEDICAL SOCIETY 


At a recent meeting of the Sullivan County Medical 
Society Victor E. Potvin, Claremont, was elected 
President and Henry C. Sanders, Jr., Secretary. 

Dr. Sanders was elected the member of the Society 
to the Committee on Medical Defense. 


RECENT DEATH 


Andrews, Ezekiel Bennett, Centre Ossipee, died 
Dec. 4, 1928. 


NOTES ON CHILD WELFARE TOPICS (COM- 
PILED BY THE U. S. CHILDREN’S BUREAU) | 


Chile’s Campaign for Sanitary Education 

Nearly 4,000 Chilean teachers are enrolled in corre- 
spondence courses in school hygiene given by the Gov- 
ernment bureau of health education. The bureau is also 
giving lectures for teachers, instruction in infant care 
for midwives, and lessons in child care for Little 
Mothers’ Leagues, and has organized mothers’ clubs 
for the teaching of child care. 


Cuba Holds a National Child-Welfare Congress 


Cuba is holding this month its first National Con- 
gress of Child Welfare, organized by the University 
Pedagogical Association. This action was inspired 
by the Fifth Pan American Child Congress held in 
Habana a year ago. Dr. Fernandez, Secretary of the 
Department of Health and Charity of the Island, is 
president of the executive committee, which includes 
leading physicians, educators, and lawyers. There 
will be official delegations from the Provinces and 
cities. Among the subjects on which reports will be 
presented are infant mortality and morbidity, child 
feeding in the Tropics, child-welfare days and health 
weeks, school nurses, co-6peration between home and 
school, the rights of childhood to education and pro- 
tection by the State; the prevention and treatment 
of juvenile delinquency; and the conservation of the 
family. 


Italy’s University Courses in Maternity and Infant 
Care 


A four-months’ course in maternity and infant care 
for graduates in medicine and surgery and for mid- 
wives was started in November by the University 
of Naples. The Italian law of 1925 provides for the 
establishment of such courses throughout Italy, and 
hereafter positions in the child-welfare institutions 
founded or subsidized by the National Children’s 
Bureau will be given only to persons with diplomas 
showing satisfactory completion of one of these 
courses. 


First Juvenile Court in Italy 


A juvenile court sponsored by a private organiza- 
tion has been established in Milan with the permis- | 
sion of the Minister of Justice. This is the first of its 
kind in Italy. Only parents or near relatives of the 
children are admitted to the sessions of the court. 


China’s National Child-Welfare Association 

The National Child Welfare Association of China 
was recently formed under the direction of Dr. Kung, 
Minister of Industry, Commerce, and Labor, with 
headquarters at ‘Shanghai. This new organization 
is an outgrowth of the Canton child-welfare commit- 
tee, in which many high officials and merchants and 
their wives have taken a keen interest. It will co- 


éperate with the Association for the Welfare of the 
Children of China (Inc.), which has its headquarters 
in New York City. The aim of the association is 
to improve the living conditions of poor and home- 
less children “according to the spirit of the Golden 
Rule.” 
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CASE 15011 
ONE YEAR’S COUGH AND WEAKNESS 
MepicaL DEPARTMENT 


An American dairyman fifty-one years old 
entered August 6 complaining of weakness and 
fatigue of nine months’ duration. 

He was well until January, a year and nine 
months before admission. Then his house and 
farm buildings burned, ruining his business. 
Up to the next autumn he did not feel so well 
as usual, though he had no definite symptoms. 
That September he had weakness of the legs 
and malaise. He called a physician, who no- 
ticed that he was short of breath. He stopped 
all work. In January he had a severe nose- 
bleed and two days later a second and a third 
milder ones. He had been subject to nosebleeds 
all his life, but not oftener than once a month 
and never very severe. His physician cauteri- 
zed the nasal mucosa. Since that time there 
had been no more bleeding. His weakness, 
fatigue and dyspnea increased. For three weeks 
his appetite had been very poor. For two weeks 
he had been in bed and had had a few night 
sweats. He had lost thirty or forty pounds in 
the past year. He had possibly had some fever, 
but was not sure. For a year he had had very 
mild cough, not productive. 

His mother died of cerebral hemorrhage and 
possibly had nephritis. His father had many 
nosebleeds. There is no family history of hemo- 
philia. In ten years of marriage his wife had 
not been pregnant. She had one son by a 
previous marriage. : 

His habits were good. 

At four years old he was in bed eighteen 
weeks with ‘‘rheumatism”’ in the left hip, leav- 
ing the hip stiff. Fifteen years before admis- 
sion he had a rib broken. For fifteen years he 
had had painful hemorrhoids. Some years ago 
these bled. Some years before admission he had 
many sick headaches, at first one or two a 
month, later as often as once a week, keeping 
him in bed one or two days. The aching was 
always over the left eye. They were not re- 
lieved by glasses, but stopped when he stopped 
drinking coffee three years before admission. He 
had some loss of hearing. Recently he had had a 
few head colds. He had some abscessed teeth. 
A few years before admission his wife thought 


he was slightly dyspneic on exertion. He 
thought not. His memory was not so good as 
formerly. 

The patient sometimes was very slow in re- 
plying, almost lethargic. Three times during 
the history-taking he went to sleep. The history 
- the present illness was not considered com- 
plete. 

Clinical examination showed a pale, slightly 
dyspneic, undernourished man. Over the trunk 
and upper arms were scattered round brownish 
macules 5 to 10 millimeters in diameter with 
fairly definite borders and thin atrophic or 
scaling centers. Marked caries and pyorrhea. 
Perforated nasal septum. Very slight excur- 
sion of the diaphragm on deep inspiration, prob- 
ably not over one centimeter. Respiration very 
shallow. No definite change in percussion note 
made out. Fine and coarse rales at both bases, 
front and back, higher on the right. Location 
of the apex impulse of the heart not recorded. 
No enlargement to percussion. Action regular. 
Sounds of fair quality. A systolic murmur at 
the base and at the pulmonic and aortic areas. 
No diastolic heard. Arteries normal. Blood 
pressure 98/46. Spleen felt below the costal 
border on inspiration. Generalized moderate 
atrophy of the left leg, which was shorter than 
the right. Left hip joint apparently ankylosed. 
Questionable slight motility in flexion. Pro- 
truding internal hemorrhoids, not painful. In 
the posterior anal margin was a fistulous open- 
ing in the skin about two millimeters in diam- 
eter. Pupils normal. Right knee-jerk very 
sluggish on reénforeement. Left knee-jerk 
active. Ankle-jerks not obtained. Cremas- 
terics and abdominal reflexes normal. 

Urine 28 to 70 ounces, specifie gravity 1.010 
to 1.016, a very slight trace of albumin at the 
last of four examinations, an occasional leu- 


koeyte once. Blood: 8,750 to 15,700 leukocytes, 


79 to 83 per cent polymorphonuelears, hemo- 
globin 60 to 55 per cent, reds 3,240,000 to 
4,350,000, smear normal. Hinton negative. 
Sputum not remarkable on five examinations ; 
no blood or unusual organisms. Sputum eul- 
ture showed a yeast-like organism in almost pure 
culture. Stools negative. Fasting contents of 
stomach: 40 cubic centimeters of cloudy color- 
less fluid, free acid 5, combined acid 16. Test 
meal: 30 cubie centimeters of similar fluid, 
free acid 29, combined acid 23. Both speci- 
mens gave negative guaiac and on microscopic 


examination showed 10 to 12 polymorphonu- 


clears per high power field. 

X-ray examination August 8 showed the 
diaphragm low. The respiratory movements 
were limited on the right, fairly good on the 
left. The costophrenic sinus was obliterated on 
the right. There was increased density through- 
out the greater part of both lung fields. The 
shadows were coarse and mottled. There were 


many dense white lines running through them. 


In the midpart of the right lung field there was 
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a bright area surrounded by rather sharply de- 
fined margins of increased density, somewhat 
suggestive of cavity formation. No fluid level 
was present. There were uno mediastinal 
masses. ‘‘I do not believe that this is tuber- 
eulosis.”’ The heart was not remarkable. There 
was marked deformity of the head and neck of 
the left femur. The joint space was not oblit- 
erated. There was no marked deformity or 
erosion of the joint surface. The sinuses were 
negative. There were numerous carious teeth 
and apical abscesses and marked alveolar retrac- 
tion. August 17 a second examination of the 
chest showed no appreciable change since the 
first observation. 


Temperature 98.2° to 104.5°, with evening 
rise. Pulse 71 to 125. Respirations 20 to 37. 


The patient showed striking dyspnea and 
weakness. Dullness seemed to extend to the 
right of the sternum without obvious cardiac 
enlargement. . August 8 the rales were consid- 
ered fine crepitant. There was questionable 
dullness at both bases. A skin sultant made 
a diagnosis of possible tinea versicolor. An 
orthopedic consultant reported, ‘‘The hip is the 
result of an old slipped epiphysis. No tuber- 
culosis.”” surgical consultant reported, 
‘*Posterior fistula in ano, very punched out 
opening; suggests tuberculosis. ’’ 

The patient grew gradually weaker. He had 
no more hemoptysis (sic). The visiting phy- 
sician thought the lung process became more 
extensive. August 25 the patient very suddenly 
died. 


DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


It seems as if the family history was im- 
portant here. We have something suggesting 
arterial disease in the patient, also in both of 
his parents. 

I suppose he had tuberculosis of the hip. 


- NOTES ON THE PHYSICAL EXAMINATION 


We used to say that perforated nasal septum 
means syphilis. Now they say it may mean 
syphilis but may mean any other pyogenic in- 
fection of the same locality. 

‘*Ankle-jerks not obtained,’’ in connection 
with his perforated septum, makes us.wonder as 

to tabes. 

What have we so far? We have a secondary 
anemia apparently, certainly an anemia. We 
have an old hip disease which certainly has 
nothing to do with his present trouble, a rather 
low blood pressure, a perforated nasal septum, 
some queer reflexes, and a skin trouble that I 
do not believe has anything to do with his death. 
All of that put together is not enough to ac- 
count for his having died. 

I think even the uninitiated like ourselves 


would say that there is a good deal wrong with 
those lungs as shown in the X-ray plates. There 
isa tremendous amount of shadow well scat- 
tered throughout both lungs. It could not pos- 
sibly be normal. It must be pathological. 

Let us speculate a little on the grounds of the 
radiologist’s opinion that it is not tuberculosis. 
In the first place, there is less trouble at the top 
than at the base. That is almost enough to ex- 
clude tuberculosis. We shall come back later to 
what we have. 

Tinea versicolor of course has no connection 
with this case. 

In the final paragraph is the first mention we 
have had of hemoptysis. 


DIFFERENTIAL DIAGNOSIS 


I do not believe I know what he has. Let us 
go through the things that we know in the lungs. 
Of course tuberculosis is the first thought. Five 
examinations of the sputum showed no tubercle 
bacilli. Chronic bro , non-tuber- 
culous, is a real thing, from time to time 
brought up in reports. I do not know how any- 
body is going to say this is not a chronic non- 
tuberculous bronchopneumonia. Syphilis of the — 
lung I have already said we cannot say any- 
thing about. There is no fresh material or 
necropsied case on which to base any clinical 
picture of syphilis of the lungs. Pneumoconi- 
osis: it does not seem as if he could have been 
exposed to the type of irritant that gives rise to 
that. I do not think that with this history we 
can say that. I think I have seen X-ray pic- 
tures of pneumoconiosis that looked not unlike 
this. I cannot think of anything else in this 
climate. 

A Stupent: Fungus infection ? 

Dr. Casot: That is possible, but we have no 
evidence. They had a good chance to look at his 
sputum. 

A STUDENT: 
blastomycosis ? 

Dr. Casot: Blastomycosis of the lungs is 
due to a wholly different organism from this. 
But I will admit that I know very little about 
voast organisms in the lungs. If that is a pos- 
siility I do not know enough to say anything 
about this one way or another. 

A Stupent: How about actinomyeosis? He 
was a dairyman and the sputum showed a yeast- 
like organism. 

Dr. Casot: That could be recognized only 
by sputum examination. I should say they had 
a good chance to look at the sputum and they 
did not find actinomycosis. If a yeast-like or- 
ganism can do this thing, then there is nothing 
more to be said. If so I do not know it. 

A Stupent: Would the long course and the 
low blood pressure suggest Addison’s? 

Dr. Cazsot: No, I should not say that was 


It says ‘‘yeasty.’’ Could it be 


enough in the absence of any pigmentation and 
with the blood pressure measured only once, 
with no particular fainting or vomiting. 
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A Stupent: Is the lung picture consistent 
with metastatic carcinoma? 

Dr. Casot: I should not suppose it was. If 
it is not a non-tuberculous bronchopneumonia, 
which is a rather unsatisfactory diagnosis, I do 
not know what it is. 


INTERPRETATIONS OF X-RAYS 


The appearance is that of an extensive diffuse 
fibrosing process in both lungs with involvement 
of the pleura on the right. 

The picture of the left hip joint is not char- 
acteristic of an old tuberculosis, but could be 
due to any destructive lesion. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Yeast infection of the lung. 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Chronie non-tuberculous bronchopneumonia 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Actinomycosis of lungs. 
2. Secondary or terminal lesions. 


Passive congestion and central necrosis of 
liver. 
Necrosis in adrenal. 


Dr. Tracy B. Matuory: Dr. Cabot’s diag- 
nosis is correct, but the bronchopneumonia was 
due to the actinomyces. The lung was filled 
with small cavities and also many small fibrous 
tubercle-like nodular granulomata which grossly 
greatly resembled tubercles. The largest of the 
cavities was about one and a half centimeters in 
diameter. Many of them contained small 
amounts of pus, others were rather dry, and the 
content rather suggestive of caseous material. 
There was no spread of the lesion to the other 
organs. Metastatic lesions are of course not fre- 
quent in actinomycosis. 


NOTES BY DR. CABOT 


1. It is remarkable how much more trouble 
the X-rays showed than could have been ex- 
pected from the record of the chest examination. 
It emphasizes the necessity of X-ray examina- 
tion in all patients with chronic cough. 

Dr. William H. Smith seems to be the 
only person in this vicinity who can be trusted 
to recognize actinomycosis from sputum ex- 
amination. 


CASE 15012 


MUTLIPLE GUNSHOT INJURIES. 
OSTEOMYELITIS OF FEMUR 
AND ILIUM 


ORTHOPEDIC DEPARTMENT 


- First admission. An Italian laborer forty- 
two years old entered July 27 for the treatment 


entrance. 


of multiple gunshc« wounds received the day of 

admission as the climax of an Italian quarrel. 
The family history and past history are ir- 

relevant. The patient had never been ill. 


Clinical examination showed a well nourished, _ 


excited looking man lying on the shock table 
restrained by attendants and frequently asking 
for water. Breath aleoholic. At both bases 
posteriorly a few coarse rales. Heart not re- 
markable. Artery walls thickened and tortuous. 
Blood pressure 90/65. Pupils and reflexes not 
recorded. The skin and mucous membranes 
showed moderate pallor. Just to the left of the 
sternum in the third interpsace was a wound of 
8 centimeters to the right of the 
sternum in the third interspace was a wound of 
which could be felt a bullet. In the right lower 
quadrant 2 centimeters above the middle of 
Poupart’s ligament was a wound of entrance. 
In the left axilla was an abrasion of the skin 3 
centimeters long. Over the posterior aspect of 
the left upper arm on the same level as the 
abrasion was a circular wound. On the anterior 
aspect of the left arm at the same level was a 
circular perforating wound. On the right upper 
arm was a circular bullet wound. The right arm 
was cold from the midforearm distally to the tips 
of the fingers. No pulsation could be felt in the 
brachial or radial artery. Heart rate 90. 

The day of admission operation was done. 
Incision over the wound of entrance and exit 
in the upper right arm exposed a large blood 
clot which on being removed revealed a wound 
almost severing the brachial artery. The 
brachial artery was ligated above and below the 
wound. Following this there was a return of 
pulse in the radial artery at the wrist. A bulge 
in the basilic vein adjacent to the arterial wound 
indicated some injury to the vein wall. The 
vein was ligated just above this injured area. 
The wound of exit was excised and a rubber 
dam drain introduced. <A rubber dam drain 
was also used in the anterior wound. The bullet 
under the skin had apparently been deflected 
by a rib and traveled subcutaneously for a dis- 
tance of about 5 inches. It was excised with as 
much of the tract as could be reached. The 
wound of entrance was also excised. A probe 
was passed into the wound of entrance in the 
right inguinal region down a short distance into 
the thigh. This wound of entrance was excised. 
The wounds of entrance and exit in the upper 
left arm were excised. 

The patient ran a temperature from 101° to 
103.2° for the next five days; pulse 80 to 132. 
The right arm was swollen, tender and very 
painful. There was good pulsation in the right 
radial, and by July 30 normal motion in the 
right hand. He complained of pain in the right 
lower extremity and was unable to move it. 
X-ray showed a bullet half way between the 
trochanter and the head of the femur in the an- 
terior position. The patient was irrational at 
times. The right leg was somewhat swollen. He 
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continued to run a temperature with no other 
explanation than the wounds and no frank sep- 
sis. By August 5 there was marked swelling 
and edema about the right elbow and marked 
tenderness over the upper right thigh. August 
12 a pus pocket extending about 10 centimeters 
deep into the interosseus membrane and 8 cen- 


Case 15012. Plate I. ‘‘There is a foreign body, prob- 
ably a bullet, overlying the neck of the right Pitt 
In the stereoscopic views it appears to be posterior, but 

can be localized more accurately if desired. There is 
slight irregularity of the upper articular surface of the 
acetabulum. There is a small fragment of bone in the 
peripheral portion of the joint which may be of traumatic 
or arthritic origin.”’ 


timeters into the upper arm was drained. It 
had not broken into the joint. 
were inserted. A large amount of pus drained. 


August 14 an incision was made over the low- 
er end of the mass beneath the fascia lata. The 
fingers broke into an abscess cavity extending 
well up into the pelvis in front, lateral and be- 
hind. Dakin’s tubes were inserted. Profuse 
drainage from both abscesses continued. By 
August 28 the leg was quite clean. The arm 
however did not make satisfactory improve- 
ment. Pressure over the lower part of the up- 
per arm expelled pus from one of the incisions. 
A clamp was inserted and a sinus tract and 
pocket were found. Dakin’s tubes were in- 
serted 15 centimeters. The wound was irrigated 
well and the tube left in. There was profuse 
drainage for the next week. By the ninth of 
September this had decreased markedly. A week 
later the wounds on the arm were healing quite 
rapidly. 

September 16 the bullet was removed from 


Dakin’s tubes 


the right hip joint. With a curet small particles 
of necrotic bone were removed from the neck 
of the femur, cleaning ovi an area possibly two 
inches long and an inch and a half deep. The 
head of the femur did not seem to be involved. 
The bullet was removed and with it pieces of 
clothing which had gone in with it. The wound 
was thoroughly cleaned, a Dakin’s tube inserted 
and the upper end closed. 

The patient reacted well after the operation. 
There was profuse drainage. The lower extrem- 
ity was found to be in poor position. There was 
a lateral curve of the right upper thigh with the 
convexity outward. The foot was adducted and 
externally rotated. 

October 2 a plaster spica was applied from 
the toes well up on the chest with both legs held 
in abduction and the right lower extremity held 
at internal rotation. October 3 windows were 
eut over the abdomen and over the draining 
sinuses on the anterolateral aspect of the right 
thigh. The cast was so uncomfortable that it 
was necessary to cut it out over the right gluteal 
fold. October 8, as the cast was broken, it was 
removed and the patient put up in a Thomas 
splint with fifteen pounds traction and some in- 
ternal rotation. There was moderate drainage 
from the sinuses in the hip. Abduction of the 
right arm was possible only just beyond 90°. 
The patient was very noisy at night and often 
changed the apparatus himself. The lower ex- 
tremity showed a marked tendency to external 
rotation. X-ray October 15 showed the outline 
of the joint surface hazy and indistinct in both 
the acetabulum and the head of the femur. 
There were also irregular dense shadows scat- 
tered along the course of the capsule and mod- 
erate thickening of the soft tissue in the region 
of the joint. There was no bone atrophy. The 
temperature was septic, up to 101°. The white 
count was 17,000. There was a pressure necro- 
sis beginning over the sacrum. The patient had 
considerable pain in the region of the hip joint. 
October 19 the wound was explored with a half 
length and 100 cubic centimeters of foul pus was 
evacuated. Two Dakin’s tubes were inserted. 
Two days later the drainage stopped. The 
wound was opened more widely with scissors. 
Counter drainage was obtained with an incision 
about 4 inches above the other. A large amount 
of foul pus was evacuated. The white count was 
14,500. By October 23 the temperature was flat 
and the drainage appeared to be adequate. A 
week later he was again running a sustained 
temperature of about 101° and complained of 
considerable pain. November 1 drainage of the 
septic area was done on the ward. The septic 
temperature continued. November 5 incision 
and drainage of the abscess of the right thigh 
was done. The two previous wounds in the upper 
thigh were connected. A deep sinus was found 
to extend up over the neck of the femur and also 
somewhat downward toward the median aspect. 
This was evacuated and Dakin’s tubes were in- 
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serted. Another tract was found which led pos- 
teriorly along the ilium in the region of the 
acetabulum. Dakin’s tubes were inserted in this 
region also. The head of the femur was found 
to be roughened. The patient continued to run 
a septic temperature and to sleep badly. There 
was about 45° of permanent flexion of the right 
arm. There was no evidence of pocketing of pus 
in the right thigh. Profuse purulent discharge 
from the thigh continued. 

November 13 the incision was extended up to 
the crest of the ilium between the tensor fasciae 
latae and the sartorius. The capsule was 
thoroughly opened, thus exposing the entire 
head and neck of the femur. This was packed 
with gauze preparatory to the application of 
autogenous filtrate. It was thought that ampu- 
tation at the hip joint or on the arthrodesis was 
inevitable. There was profuse discharge. On re- 
moval of the sponges November 16 some backing 
up was found behind the pack. Three Dakin’s 
tubes were placed in the wound and bacterial 
filtrate was begun. The discharge became less. 
The wound appeared much cleaner and the 


_ granulations bright red. On November 22 the 


temperature was flat. November 23 the supply 
of bacterial filtrate was exhausted. The wound 
discharged more and the temperature rose to 
100.4°. When the filtrate was resumed Novem- 
ber 25 the temperature came down again to 
99.4° There was marked atrophy of the whole 
right lower extremity, with great inflammatory 
thickening of the whole region around the hip 
joint and a moderate amount of pus from the 
wound. It was difficult to keep the wound 
opened sufficiently. 

December 3 a ninth operation was done. 
Under gas and oxygen anesthesia the whole in- 
cision in the right hip, including the granula- 
tion tissue, was excised. There was consider- 
able bleeding exuding from the abundant scar 
tissue. The previous incision was carried up- 
ward along the crest of the ilium and the in- 
cision was carried down to the hip joint. There 
was a considerable amount of granulation tissue 
in the region of the hip joint. The capsule was 
ineised and with considerable difficulty the hip 
was disarticulated. The head was found nec- 
rosed and the acetabulum filled with purulent 
material and granulation tissue. The head was 
trimmed down and the acetabulum cleaned out. 
Dakin’s tubes were inserted into the deep areas 
of the wound. The patient’s condition was so 
poor that hypodermoclysis was given. The pa- 
tient made slow but satisfactory improvement. 
January 10 he was put on a Bradford frame. 
There was much edema at the lower end of the 
incision, evidently a pocket. January 17 this 
was incised, multiple sinuses remaining from 
the last operation were connected by the remov- 
al of intervening scar tissue, and counter in- 
cisions were made in the dependent portions of 
the right hip. The patient was in fair condition 
the next day. January 19 the wound was 


dressed and packed. By the 24th the tempera- 
ture had come down to approximately normal 
and the patient was very comfortable. A patho- 
logical report on fragments of edematous soft 
tissue with bone from the right hip was non- 
tuberculous infection. The patient did well for 
a week. Then a new abscess developed in the 
posterior thigh. This receded without opening, 
but was followed by another which required in- 
cision and drainage. An intradermal tubercu- 
lin test and a Wassermann were negative. The 
temperature continued elevated until February 
26; then after being normal for four days rose 
again. There was pain in the hip. Inflamma- 
tion developed in the groin, apparently a cel- 
lulitis. March 18 he was taken off the Brad- 
ford frame and turned on his left side for half an 
hour. It was necessary to reapply traction on 
account of pain. The temperature rose to 101°. 
April 4 a plaster spica was applied from the 
breast to the right knee, reenforced with steel 
straps to admit a large window to be cut out 
over the hip wound. A posterior splint was 
used for the lower leg. He was fairly com- 
fortable and four days later was up in a wheel 
chair. He continued to have afternoon rise of 
temperature. April 14 he stood up for a few 
minutes bearing some weight on the right foot. 
For the following two days he had considerable 
pain in the hip and did not look so well. An 
abscess appeared in the right groin. April 22 
this was incised. No sinus was found. April 28 
the spica was removed and another applied. Six 
days later the left half of the spica was removed 
because of a beginning pressure sore. Later it 
was necessary to remove all the plaster. The 
hip was retained in a comfortable position with 
a Bender spica. At the time of discharge, May 
9, the draining sinuses persisted. There was 
very little discomfort and no pain. There was 
about ten degrees of motion in the hip in flexion 
and extension. The lower extremity was in 
fairly good functional position as regards flex- 
ion and abduction. There was a radial pulse 
with the right hand fairly warm, but there were 
persistent changes in the cutaneous sensibilities 
in the fingers. During the past few weeks there 
had been some recovery of function due to active 
and passive forced motions of the fingers. 

History of interval. On leaving the hospital 
the patient was comfortable in bed. The sinuses 
were dressed daily by a district nurse, but were 
not cleaned out and consequently healed rapidly. 
The strength in the right hand gradually re- 
turned. Early in August he began to go about 
on crutches. Early in September severe pain 
developed in the region of the right hip. 

Second admission, October 3, five months 
after his discharge. 

Examination showed him pale and ema- 
ciated. The wounds to the right and left of the 
sternum and the operation wound on the right 
thigh were healed. The right hand was weak 


fin gripping, but had fairly good sense of blunt 
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and sharp objects. There were small discharg- 
ing sinuses in the right groin and on the right 
thigh. The right lower extremity was flexed 
at about 20° on the thigh. There appeared to be 
about 20° flexion and extension. There was 
practically no adduction, abduction or rotation 
at the hip. The foot could be internally rotated 
to about 10° of neutral. There was an inch and 
a half shortening of the right lower extremity 
and 31% inches atrophy at the middle of the 
right thigh. The patient complained of pain on 
firm palpation over the region of the right hip 
joint. 

X-ray showed considerable new bone forma- 
tion. The articulation of the head with the 
ilium was above the acetabulum. There was no 
evidence of sequestrum formation. 


The sinuses were cauterized with carbolie 
followed by alcohol. October 28 four sinuses 
were excised, curetted with gauze and cauter- 
ized with ecarbolic,.—one in each groin and two 
on the right thigh. He developed diarrhea, and 
November 5 had a chill, temperature 103.6°. The 
entire right thigh became painful and edema- 
tous, with tender indurated femoral glands. The 
left parotid was also swollen. Later the foot 
became swollen. He completely recovered from 
the infection, was about on crutches, and No- 
vember 29 was discharged. 


Third admission. January 26, two months 
after his discharge, he was sent to the wards 
from the Out-Patient Department for drainage 
of the right hip. During the past week he had 


- had inereased pain and drainage. 


Examination showed multiple scars and 
draining sinuses of the right hip. Motion in 
the hip was absent, attempted motion painful. 
He had mild chronic bronchitis. 


X-ray showed apparently a destructive proc- 
ess involving the upper end of the right femur. 
There was considerable irregularity of the head 
and neck, and apparent ankylosis between the 
femur and the ilium just above the usual site of 
the acetabulum. 

January 28 the two sinuses on the anterior 
aspect of the right hip were explored and united 
by dividing the tissue between. A sinus on the 
posterior aspect was enlarged. At discharge, 
March 8, the drainage was thin and the wounds 
were closing. 

History of interval. October 24 he reported. 
He was improved. He walked very well, with 
slight limp largely due to shortening and abduc- 
tion. One small sinus remained. 

A few days later he felt ‘‘sick all over’’ and 
developed pain in the right hip. Several days 
later the hip began to drain from three sinuses. 
_ Fourth admission, November 4. 


Examination showed three sinuses draining 
a moderate amount. The hip had about 20° 


flexion deformity, 10° flexion and about 20° 
The sinuses were enlarged by 


abduction. 


spreading. After the second day the chart was 
normal. Slight drainage persisted. November 
9 the patient was discharged. 


Fifth admission. June 29, seven months Jater, 
he came in with an acute appendicitis. A gan- 
grenous appendix was removed. No history of 
the interval was obtained. The right hip was 
completely ankylosed, with several crusted sin- 
uses which were still discharging. 


History of interval. The wound healed well 
and he had no abdominal symptoms until the 
middle of September, when he noticed a small 
lump in the old sear. This gradually increased 
in size, going down at night at first, never after 
November first. It was painful on cough. After 
the first week in November the sinus in the right 
thigh drained somewhat more than usual. 

Sixth admission, December 1. 


Examination showed a hernia in the appen- 
dectomy wound. Operation was not thought 
advisable. 

By X-ray the outlines of the right hip, the 
greater trochanter and the head of the femur 
were not visible. They were obscured by a large 
proliferative mass of bone, mottled, extending 
from the lower border of the greater trochanter 
to the anterior-superior ischial spine. There 
was calcification in the iliac arteries. 

December 3 he was discharged to the Out- 
Patient Department to have a belt fitted. 

History of interval. 

January 19 X-ray examination showed no 
visible sequestra. 

The patient was up and about the house with- 
out much drainage until July. Then the sinus 
started to drain profusely. He was in bed a 
month and a half before his seventh admission. 
The drainage was worse at night. The leg 
seemed to be turning black, and was at times 
considerably swollen. He had slight fever at 
times. 

Seventh admission, September 11, nine months 
after discharge. 

Examination showed extensive induration and 
sear tissue about the right hip and ilium with 
several sinuses discharging a large amount of 
thick pus. 3 

X-ray showed no great change since the last 
observation. Blood examination showed 60 per 
cent hemoglobin, 2,690,000 red cells. 

At operation September 18 two donors were 
at hand. Under ether a considerable amount 
of diseased bone was chiselled away and a fairly 
large abscess in the right iliac fossa evacuated. 
There was considerable bleeding from the scar 
tissue during the first half of the operation. The 
wound was left open and packed with gauze and 
Dakin tubes. 

The patient went to the ward in fairly good 
condition and maintained it for an hour. Then 
he went into shock and became delirious. Trans- 
fusion of 600 cubic centimeters of blood gave no 
relief. At its end he died. 
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Discussion 
BY NATHANIEL ALLISON, M.D. 


This patient entered the Accident Ward hav- 
ing been seriously wounded in a pistol duel 
shortly before admission. Under the cireum- 
stances the pistol bullet wound to the right arm 
was of first.importance. His brachial artery 
and vein having been severed, these vessels were 
ligated. The injury to his hip fell into a place 


Case 15012. 
are not visible. 
fro 


Plate II. 
They are obscured by a 


in the iliac arteries. 


and hand with good radial pulse, this in spite 
of the fact that his brachial artery and vein 
were tied off shortly after the injury high up in 
his arm. 

The injury to the hip presents the character- 
istics of infected gunshot wound of the hip joint. 
These injuries in military surgery are in a high 
percentage immediately fatal. The clinical pic- 
ture here presented is one of osteomyelitis of the 
ilium and upper end of the femur following 


“The outlines of the right hip, the greater trochanter and the head of the femur 
large proliferative mass 
m the lower border ad the greater trochanter to the anterior-superior ischial spine. 


of bone, mottled in character, which extends 
There is calcification 


ndings are consistent with a_ chronic pathologic process involving the right ™ 


proliferative and deotruatiee in character, consistent with osteomyelitis.” 


of second importance because of the vital char- 
acter of his arterial wounds. Recovering grad- 
ually from his arm injury, the injury to the 
hip came into the picture as a cause of his con- 
tinued temperature. The bullet which had 
lodged near his femoral neck was removed and 
his hip joint region was found to be seriously in- 
fected. From this point on in his subsequent 
history, the injury to his hip assumed the po- 
sition of first importance. His primary injury 
was entirely recovered from, and he reéstab- 
lished slowly during a period of one year a 
complete return of circulation in his forearm 


gunshot fracture of the upper end of the fe- 


mur. Many times during his convalescence the 
advisability of hip joint amputation was serious- 
ly considered. His general condition, however, 
always seemed to be too poor to allow of this 
procedure. This so often arises in infectious 
destruction of the region about the hip joint. 
If amputation is to be performed at all it should 
perhaps be performed early in the course of the 
infection. Many times during the clinical 
course of this individual it was found neces- 
sary to transfuse him in order to save his life; 


in all, during a period of about two years, he 
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received sixteen to twenty direct tranfusions 
of matched blood. At times it seemed that he 
would not have sufficient vitality to recover 
from his infection. He was up and about and 
his resistance, local and general, seemed to be 
gaining. These periods of improvement would 
be followed by rapid advance of the infectious 
process in his ilium and femur, and it would 
become necessary to establish a period of drain- 
age, throwing open his entire hip region 
for the use of Carrel-Dakin treatment. 

The obvious disaster of acute fulminating ap- 
pendicitis with the removal of a gangrenous 
appendix added to the load of infection under 
which his body tissues were staggering. 

The final chapter of his clinical history was 


adequate drainage to his infected hip and pelvis. 

The obvious lessons to be drawn from this 
history are the following: Gunshot wound in 
the region of the hip joint is primarily fatal in 
a high percentage, and provided the early period 
is passed, the later stages of this infection pre- 
sent almost unsurmountable obstacles to recov- 
ery. It seems that early radical procedures are 
indicated as promptly as is possible after gun- 
shot wound in the region of the hip joint. 


DIAGNOSIS 


Multiple gunshot wounds. 
— osteomyelitis of right femur and 
um. 


Acute appendicitis. 
Ventral hernia. 


closed when the last attempt was made to apply 
THE WORLD'S CHILDREN 


Modern Transportation and the Spread of Feeble- 
Mindedness 

The report of an investigation recently completed 
for the Department of Institutions and Agencies of 
New Jersey of typically degenerate families in that 
State, expresses the opinion that changing economic 
conditions and easier transportation have made it 
possible for feeble-minded families, which formerly 
tended to remain in the locality of their origin, to 
scatter and extend their menace among the normal 
population. 


Cities Offering Aid to Hard-of-Hearing Children 


Twelve cities of the United States have been placed 
on the honor: roll of the American Federation of 
Organizations for the Hard of Hearing; they test the 
hearing of school children by audiometer, have spe- 
cial classes to teach speech-reading to partly deaf 
children, and utilize available clinics. One of these 
cities—Rochester—has an ambulatory clinic especially 
for treating the school children. Several cities are 
meeting two requirements, and it is hoped that they 
will soon complete the third point and be eligible 
for the honor roll. A number of others are offering 
instruction in speech reading for the hard of hearing. 


Psychiatric Clinics for Children in the United States 


There are approximately 470 psychiatric clinics 
for children in 31 States, sponsored by a great num- 
ber of institutions and agencies. More than 40,000 
children were examined and treated in these clinics 
during the past year. 


Victoria, Australia, Battles Against Maternal 
Mortality 

During the five years ending with 1927 the Vic- 
torian Bush Nursing Association of the State of Vic- 
toria, Australia, attended 2,273 confinements of white 
mothers without the loss of a single mother. This 
organization was started in 1910 for work in the 
rural districts of the State, and its efforts have been 
so successful that in 1927 the sparsely settled “bush” 
had the lowest maternal mortality rate in Victoria, 
while the city of Melbourne, which contains more 
than half the population of the State, had the high- 


est. The average rate for the State was 5.58 per 1,000 
live births, which contrasts favorably with the rate 
during the same year, 6.47, for the birth-registration 
area of the United States. 

This successful record is attributed to the adequate 
training of both doctors and nurses and their excel- 
lent co-dperation, insistence on continuous antenatal 
supervision, and properly planned, staffed, and 
equipped hospitals to which all complicated cases 
are removed at the earliest moment.—Weekly Notes 
on Child Welfare Topics os by the U. 8. Chil- 
dren’s Bureau, 


UNITED STATES PUBLIC HEALTH SERVICE 


Changes of Duties and Stations of Commissioned and 
Other Officers of the United States Public Health 
Service in New England. 

December 12, 1928 


Senior Surgeon S. B. Grubbs. Directed to proceed 
from Washington, D. C. to Quarantine Stations at 
Rosebank, N. Y. and Gallops Island, Boston, Mass. 
and return, in connection with quarantine matters. 

Dec. 3, 1928. 

Senior Surgeon E. K. Sprague. Directed to proceed 
from New York, N. Y. to Augusta, Maine, and such 
other places as may be necessary, and return, for 
conference with State and local health officials re- 
garding measures for the prevention of the spread 
of smallpox. Dec. 4, 1928. 

Assistant Surgeon R. D. Snavely. Directed to pro- 
ceed from Rosebank, N. Y. to Bridgeport, Conn. and 
return, to make quarantine and immigration inspec- 
tion of arriving vessel at Bridgeport, Conn. 


3 ; Dec. 4, 1928. 
Surgeon L. R. Thompson. Directed to proceed 
from Washington, D. C. to Boston, Mass. and if neces- 
sary New York City, and return, in connection with 
field investigations of industrial hygiene and sanita- 
tion. — Dec. 8, 1928. 


Laboratorian, J. P. Bridges. Directed to proceed 
from Boston, Mass. to New York, N. Y. and report to 
the U. S. P. & I. Agency, for the purpose of appearing 
in court in behalf of the U. S. Shipping Board. 

Dec. 11, 1928. 
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CUSHING’S ‘‘CONSECRATIO MEDICIT’’ 


THE profuse outpouring of medical literature 
in this country is a remarkable phenomenon. A 
small proportion of this output, insofar as it 
presents a scientific thesis in a clear and con- 
cise manner, is admirable. As a medical com- 
munication a paper of this type may be excel- 
lent, but in all the tremendous mass of writing 
done by physicians, there is very, very little 
that might be called literature. 

One of the few American men of medicine 
who have won recognition in the field of letters as 
well as in that of science is Harvey Cushing, 


whose life of Sir William Osler is a biography | | 


of outstanding merit. Another book of his— 
Consecratio Medici and Other Papers—has just 
come from the press.* With the exception of 
one_paper— ‘“With the British Medical Corps 
in France’’—which was published in the Yale 
Review, all of the fourteen papers were ad- 
dresses read at anniversaries, dedications and 
similar occasions. Six or seven of them deal 
with the broader problems connected with medi- 


M An Atlantic Monthly Press Publication, published by 
Little, Brown and Company, Boston. 


cine, such as the relation of physician and sur- 
geon, the development of medical teaching and 
the work of hospitals. Others are chiefly his- 
torical; one treats of the Doctor and His Books. 


Taken as a whole, these papers are a vivid 
commentary upon the conditions surrounding 
the teaching and the practise of medicine in the 
last decade, written by a man well qualified to 
pass judgment upon these conditions. Cushing 
is an advocate of early clinical contacts for the 
medical student; he even goes so far as to ques- 
tion whether in some instances we may not be 
over-emphasizing the importance of the founda- 
tion upon which the young medical man’s 
career is to be erected. He is for having the 
young student learn at the beginning of his 
course the way to dig out from the literature the 
experiences of others.. The physician, he be- 
lieves, should understand better the possibilities 


.|of surgery; the surgeon, on the other hand, 


should be primarily a physician, able to make 
his own diagnoses, and not merely a technician 
of surgical therapeutics. Cushing’s ideas are 


‘| those of the forward-looking idealist, but they 


are practical nevertheless. They are set, more- 
over, against a background of history, political 
as well as medical, and are.expressed in a way 


-D.| that is a delight to the discriminating reader. 


Success in medicine is not to be disregarded, 
but when one has added to it the ability to leave 
an enduring record of his experience, his ideals 
and his hopes, he is indeed fortunate. The 
JOURNAL wishes to congratulate Dr. Cushing 
upon this achievement. 


RESULTS OF CANCER TREATMENT 
IN ENGLAND 


A SERIES of 2,006 cases of breast cancer stud- 
ied in England! further confirms our ideas of 
the results of treatment of this lesion. Prac- 
tically all cases had had pathological examina- 
tion of the tissues, and the group represents 
pre-war as well as post-war surgery. 

The same problem of obtaining cases early for 

treatment is as pressing in England as here; 
only 7% were treated within one month after 
the first symptoms appeared, although 56.8% 
were treated within the first six months. 
Of the total of 2,006 cases, 886 died during the 
first three years after treatment. 
However, the results as compared with un- 
treated cases were rather encouraging. Thus, 
compared with 1,651 untreated cases, the sur- 
vival rate per thousand as compared with treated 
cases was as follows: 


At the end of six years untreated .................. 120 
Treated but with metastases at the time of 
operation 262 


Treated and considered most favorable at 
time of operation 


It is interesting to note that 73% of the cases 
treated by radical mastectomy claimed a good 
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functional post-operative result as regards mo- 
bility of arm and absence of edema. Another 
sidelight is that the investigators found the 
post-war (1919 to 1921) clinical records were 
definitely inferior to those of the pre-war period 
(1910 to 1913). 

The investigators felt the impression that 
young individuals with cancer do less well than 
those in the older age groups to be ill founded. 
However, as their studies did not include in- 
dividuals below 40, their opinion in this regard 
is of but little value. More reports of this type 
based on similarly accurate data would be a help 
and stimulus to those working in this difficult 
field. May the various studies completed and 
under way in the Massachusetts Department of 
Public Health dealing with the field of cancer 
be emulated by other States. 


REFERENCE 
1 Report No. 61, Ministry of Health, England. Janet E. Lane- 
 Claypon. 


HEAD INJURIES CAUSED 
BY AUTOMOBILES 


Dr. TimotHy Leary, Medical Examiner for 
Suffolk County, has called attention through the 
press to the large proportion of head injuries 
caused by the impact of automobiles with pedes- 
trians. He explains that the fractured skulls 
are usually due to contact of the head with the 
hard surface of the roads. He feels that some 
contrivance will have to be devised to reduce 
these head injuries which are often caused by 
comparatively slow moving vehicles. Examina- 
tion of the construction of automobiles will con- 
vinee one that there is very little chance of a 
person, colliding with the forward parts of the 
machines, being able to avoid an upset. 

Efforts have been made to equip trolley cars 
with a sort of cradle which would catch the 
victim of a collision but it was found that this 
accessory increased the number of accidents. 
Dr. Leary calls upon inventors to develop 
some device which will reduce the fatalities. He 
offers as one suggestion the clinging to the ra- 
diator filling projection based on the testimony 
of a person that by so doing was saved from in- 
jury, but this would be an elusive resource for 
most persons; indeed anything which requires 
quick and intelligent action when one suddenly 
comes in contact with a moving body would 
rarely save the victim. Probably most persons 
injured in this way are children or elderly per- 
sons. 

The causes of fatalities incident to automo- 
biles are many and every type of injury should 
receive careful study. Carelessness will be the 
great contributing factor, however, even after 
all possible mechanical safeguards are installed. 
Automobiles will never be fool proof machines. 
The greatest menace will probably be the driver 
although the careless pedestrian will be an im- 
portant contributor. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Spear, Louis M. A.B., M.D. Harvard, 1904. 
Physician-in-Chief, Robert Brigham Hospital. 
His subject is: ‘‘Experience with Chronic Car- 
diac Patients at the Robert B. Brigham Hos- 
‘omedl ’. Page 1. Address: 483 Beacon Street, 

n. 


Raymonp, Howarp C. Litt.B. Princeton Uni- 
versity, 1913. Manager of the Industrial Aid 
Society. Social Worker. His subject is: ‘‘Ob- 
taining Occupations for Adult Males with 
Heart Disease’, Page 2. Address: Industrial 
Aid Society, 35 Chardon Street, Boston. 


FLETCHER, GertrupDE L. R.N. Children’s 
Hospital School of Nursing, 1903; Boston 
School of Social Work, 1912. In charge of 
Bureau of Occupation for Handicapped Wom- 
en at the Women’s Educational anu Industrial 
Union. Her subject is: ‘‘Placement of Wom- 
en with a Heart Handicap’’. Page 3. Address: 
Bureau of Occupation for Handicapped Wom- 
en, 264-270 Boylston Street, Boston. 


Upton, NatrHauie B. A.B., B.S. Simmons 
College School of Social Work. Social Worker, 
Adult Cardiac Clinic, Massachusetts General 
Hospital. Her subject is: ‘‘Home Adjustments 
in Chronic Heart Disease’’. Page 5. Address: 
Massachusetts General Hospital, Boston. 


Terry, Eptrh M. Children’s Cardiac Work- 
er, Massachusetts General Hospital. Her sub- 
ject is: ‘Instruction in the Home For Children 
Handicapped by Heart Disease’’. Page 7. 
Address: 46 Beacon Street, Boston. _ 


Ginn, Susan J. Director of Vocational Guid- 
ance, Boston Public Schools. Her subject is: 
‘*Vocational Guidance for Children with Heart 
Disease’. Page 9. Address: Boston Place- 
ment Bureau, 15 Beacon Street, Boston. 


SPRAGUE, Howarp B. A.B., M.D. Harvard, 
1922. Assistant in Medicine, Harvard Medical 
School, Harvard Graduate School of Medicine 
and Massachusetts General Hospital. Acting 
Physician in Charge of the Cardiac Clinics and 
Laboratory, Massachusetts General Hospital. 
Visiting Physician, House of the Good Samari- 
tan. His subject is: ‘‘The Need of Beds in Hos- 
pitals For Chronie Cardiac Patients’’. Page 
10. Address: 270 Commonwealth Avenue, Bos- 
ton. 


Himes, Norman E. B.S., M.A., Fellow, So- 
cial Science Research Council. Instructor in 
Economics, Simmons College, and The Simmons 
School of Social Work. His subject is: ‘‘A 
Critical Review of ‘Medical Aspects of Contra- 
ception’’’. Page 13. Address: 121 Holden 
Green, Cambridge, Mass. 
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MacAusuanp, W. R. M.D. Harvard, 1903. 
Surgeon-in-Chief, Orthopedic Department, Car- 
ney Hospital. Consulting Orthopedic Surgeon, 
St. Luke’s Hospital, New Bedford; Burbank 
Hospital, Fitchburg; Framingham Hospital, 
Framingham; St. John’s Hospital, Lowell; 
Leominster Hospital, Leominster; Somerville 
Hospital, Somerville; Central Maine General 
Hospital, Lewiston, Maine; Augusta General 
Hospital, Augusta, Maine; and Elliot Commun- 
ity Hospital, Keene, N. H. Medical Director, 
Berkshire School for Crippled Children. His 
subject is: ‘‘Deformity in Infantile Paralysis’’. 
Page 18. Address: 412 Beacon Street, Boston. 


JAMESON, JAMES W. A.B., M.D. College of 
Physicians and Surgeons, New York, 1905. 
F.A.C.S. Surgeon, Margaret Pillsbury Gen- 
eral Hospital, Concord, N. H. Consulting Sur- 
geon, Peterborough Hospital, Peterborough, 
N. H. Formerly on the Surgical Staff of the 
Presbyterian Hospital, New York City, and In- 
structor in Operative Surgery at College of 
Physicians and Surgeons, New York City. His 
subject is: ‘‘Fibroid Tumors of the Uterus’’. 
Page 22. Address: 48 Pleasant Street, Concord, 
New Hampshire. 


Tappan, JosEPH C. M.D. Washing- 
ton University Medical School, Washington, 
D. C., 1899. His subject is: ‘‘A Treatment for 
Erysipelas’’. Page 27. Address: Derry, New 

Hampshire. 


THE DOCTOR’S SADDLE BAG 


A RETROSPECTIVE VIEW 


Iv is so much in the nature of mankind to live 
in anticipation that occasionally we forget the 
pleasures and uses of retrospection and may al- 
most completely fail in our appreciation of re- 
alization. Anticipation is, presumably, a pleas- 
ure or a sorrow confined almost entirely to the 
higher animals who have been endowed with in- 
tellect. The lower animals, apparently, do not 
indulge in long distance anticipation. The dog, 
it is true, anticipates a hunting expedition when 
he sees his master take the shotgun from its 
corner, but we do not credit him with having 
planned for that pleasure since the preceding 
day ; the cat anticipates the joy of pouncing on 
a mouse beside whose hole he watches, but we 
do not believe that he lost sleep the night before 
in mapping out his campaign. We do not know, 
but we are distinctly of the belief that only man 
issues the Thanksgiving number of his maga- 
zines in October, and the Christmas numbers 
sometime before Thanksgiving. 

It might almost be said that modern man has 
adopted as his motto ‘‘What next’’. He is con- 
stantly anticipating that which may be around 
the corner, utterly failing to appreciate the 
joys or the satisfactions which he might be re- 
alizing. It is part of our present life which is 


constantly demanding and expecting and ac- 
quiring greater speed. 

Christmas, of all holidays, supplies to Chris- 
tianity the true holiday flavor. It appeals to 
that religious spirit without which we could not 
go on in a satisfactory manner; in addition it 
brings to us the atmosphere of a joyous festival 
-—it tightens our heart strings even as it loosens 
our purse strings. It brings to us a happy com- 
bination of pagan mysticism and Christian faith, 
for, coming at the season we have selected for 
it, it is primarily a pagan festival on which has 
been engrafted the very essence of our Christian 
belief. It seems a pity that we should take the 
edge of our enjoyment of it off by sullying our 
anticipation of it with abortive attempts at rea- 
lization; by picturing St. Nicholas before the 
football has been laid aside, by allowing the bal- 
sam wreath to shatter its needles in the early 
December blast, and—worst sacrilege of all! by 
turning the switch on our smugly regular, 
Mazda-kindled Christmas eve window candles a 
full week before the carollers are due. Would 
that every old-fashioned, dyed-in-the-wool, tra- 
dition-respecting Christmas lover would rise in 
his wrath and smite, hip and thigh, these Phil- 
isfines with their own jaw bones! 

To many, no doubt, this essay must have its 
humorous aspects, for its date of publication is 
a full nine days after Christmas, even if within 
the twelfth night period. Their Christmas is 
forgotten. Their trees are on the ash heap, 
their wreaths are wire hoops covered with a 
ragged mass of dried and leafless furze; they 
are already planning on the most stupendous 
illumination that the fourth of July has ever 
seen, having already, in anticipation, closed the 
books on Washington’s Birthday and returned 
with a sense of defeat from their Decoration 
Day excursion. 

We are still, however, at the birth of a year, 
and engaged in realizing that for which Christ- 
mas is the anticipatory festival, for Christmas, 
each year for the pagan, and once and for all 
for the Christian, represents the dawn of a new 
era—the conquest of light over darkness—the 
return of the sun. 

The pagan of pre-Christian Europe, living 
not so far south of the Arctic circle had watched 
for months the shortening of the days and the 
lengthening of the nights; the sun drew farther 
and farther from him, the shadows lengthened 
and it seemed as if his world would be one of 
darkness. Then came the change. The old 
year ended, and though his winter was upon 
him the days slowly lengthened and the return- 
ing sun gave promise that light and warmth 
would also return. The charming rites which 
grew up about the observance of this festival 
give evidence of the depth to which it struck into 
the hearts of these people. From them we have 
the Christmas tree and the significance of the 
holly berries which are the blood of Baldi, slain 


by the innocent mistletoe which perpetuates in 
its berries its own tears at its deed, and 
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their descendants we have the Christmas stock- 
ings and the half pagan St. Nicholas who fills 
them. 

Add to the pagan joy at the return of light 
the joy of many darkened people at the dawn 
of Christianity and we have the true significance 
of Christmas, and its most beautiful reminder 
—that of the scene in the manger. 


MISCELLANY 


TUBERCULOSIS ABSTRACTS 


ISSUED BY THE NATIONAL TUBERCULOSIS ASSOCIATION 


The patient who is rushed to the operating table 
with a dangerous appendicitis soon recovers and 
shortly returns to his accustomed routine more fit 
than before. The patient who has spent eighteen or 
more months in a tuberculosis sanatorium, when at 
last discharged as an “arrested case” learns that, 
for him, the day of discharge is “commencement day.” 
In the face of pent-up energies, he must learn to re- 
organize his life or, at any rate, to curb enthusiasms 
to which he had previously been accustomed. He 
must realize that a sword of Damocles still hangs 
over his head. After-care of the arrested case of 
tuberculosis has long challenged the thought of the 
clinician and the sociologist. Two important reports, 
one from London, the other from New York City, 
recently issued on this subject, indicate that the prob- 
lem is by no means solved. 


EMPLOYMENT OF TUBERCULOSIS PATIENTS IN ENGLAND 


Conditions responsible for unemployment among 
the able-bodied members of a population are still 
more acutely reflected among the tuberculous work- 
ers. Fortunately, “it is a general experience that, 
whether trade conditions be good or bad, the con- 
sumptive worker who leaves his job to undergo treat- 
ment, returns to it if he makes a good recovery.” 
The working capacity of the chronic case of tubercu- 
losis is seldom more than 50 per cent. of that of a 
normal worker and his labor is more unreliable be- 
cause steady work cannot be maintained by him. 

The advice to secure work in the open air, often 
arduous and exposed to all weather, is usually falla- 
cious. An occupation that is free from worry and 
provides a good wage is far better. The best occupa- 
tion for a tuberculous person is the one to which 
he is accustomed and at which he can earn a good 
income, provided it can be carried out under reason- 
ably hygienic conditions. 

Case Committees have endeavored to fit arrested 
cases for employment and to secure positions for 
them. Their task has been difficult, involving not 
only the training and placement of ex-patients but 
also the persuasion of the employer and fellow em- 
ployees that no danger is incurred in employing an 
arrested case of tuberculosis. Precise conditions of 
employment of tuberculous persons cannot be laid 
down as their capacity varies greatly. Light work 
in parks and gardens has been found most suitable. 
Absences from work of a month or more are not un- 
common. In Leeds, there is a “Shop-in-the-Fields,” 


equipped to cut firewood, to do general house repairs 

and to make brushes. Workers are also sent out 

on call to clean windows. During the first two years, 


the enterprise was run at a loss, but a small profit 
was made in the third year. In the Spero workshops 
in Loudon, fancy leather goods were manufactured. 
Difficulty was met in marketing the product and it 
has been necessary to subsidize the venture. From 
the standpoint of improving the health and morale 
of the workers, this experiment has, however, been 
a decided success. Many other experiments of a simi- 
lar nature are also described.—Employment of Tuber- 
culous Patients, Report by the Medical Officer of 
Health (London), January, 1928. 


EMPLOYMENT OF THE TUBERCULOUS IN NEW YORK 


The New York Tuberculosis and Health Associa- 
tion in 1923 undertook a three-year experiment in 
supervising the employment and medical follow-up 
of quiescent and arrested cases of tuberculosis. The 
Reco Shop, a training school for tuberculous ex-serv- 
ice men, conducted in co-dperation with the Federal 
Government, offered training in jewelry making, 
watch repair and cabinet work, but was finally, for 
good reasons, abandoned. The Altro Shop, a model 
garment factory for the tuberculous, while limited 
in scope, has been very successful and serves a very 
useful purpose. 

Some conclusions, based on a careful analysis of 
cases, medical, social and economic, are that, while 
the group is largely composed of poorly paid and 
untrained workers, it is surprisingly self-supporting. 
Eighty-two per cent. earned a fairly good employ- 
ment record. Excluding the cases diagnosed as non- 
tuberculous, 40 per cent. were classed as incipient, 
50 per cent. as second stage and 10 per cent. as far 
advanced. Medical studies made of 431 workers at 
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Progress of 431 tuberculosis patients under Vocational Service 
vf New York Tuberculosis and Health Association between 
initial and final examination. Based on extent of lesion and 
clinical symptoms. 
the time of employment and again on discharge, 
based on the area of the lesion, showed that in 346 
the diagnosis remained the same, in 28 the lesion 
decreased and in 57 it increased. A similar tabula- 
tion, based on “condition,” showed 279 unchanged, 
86 improved and 66 worse. | 

A summary of the conclusions is as follows: 

Indications are that a medically supervised voca- 
tional and employment service for tuberculous ex- 
patients will aid materially in carrying through a re- 
covery already started and will help to reduce the 
relapse rate. 

Such a service may be run more economically in 
connection with similar service for other types of 
handicapped persons and will suffer no loss from 
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such combination provided it be given expert super- 
vision by physicians familiar with tuberculosis. 

To be effective, such a service should have the bene- 
fit of family case work service, either within the 
organization or through close co-dperation with fam- 
ily agencies. 

For the large majority of patients who are unable 
to return immediately to full-time work, some special 
provision in part-time shops should be made. 

- Industrial training in skilled trades for the tuber- 
culous has not proven possible from the vocational 
point of view for psychological and economic reasons. 
The problem of inducing the patient to take suitable 
work could be greatly facilitated by adequate and 
continuous vocational counselling in the sanatorium. 
It is not feasible to list trades and jobs which are 
suitable for the tuberculous but rather to list the 
factors to be avoided and sought in selecting work 
for them.—Employment of the Tuberculous, Alice 
Campbell Klein and Grant Thorburn, M.D., New York 
Tuberculosis and Health Association, 1928. 


GRADING THE WORK CAPACITY OF TUBERCULOUS PATIENTS 


Godias J. Drolet, in co-dperation with the Commit- 
tee on After-Care and Social Re-éstablishment of the 
National Tuberculosis Association, has proposed a 
classification of the work capacity of: tuberculosis 
patients, based on the condition and stage of the 
disease, previous work, history, working conditions 
and other factors, all of which have been carefully 
defined. 

Definitions and classification are printed on a card 
convenient for reference. Copies may be obtained 
from the state tuberculosis association or the National 
Tuberculosis Association. 


Print Shop at Potts Memorial Hospital. 


This sheet is published in the print shop of Potts 
Memorial Hospital, Livingston, New York, an insti- 
tution established for the purpose of providing a 
“hardening period” for patients who have been dis- 
charged from tuberculosis sanatoria as arrested cases. 
The purpose is not to give vocational training but 
merely to re-éstablish the working capacity of favor- 
able cases. Gardening, poultry raising, landscaping 
and a commercial print shop provide the chief means 
of employment. The workers are under competent 
medical supervision and the amount of work which 
they are to do is each day carefully charted on an 
hourly basis. 


DEATH RATES: 1926 AND: 1927 


Recently published figures of the Department of 
Commerce show that the mortality rate in 1927 for 
the registration area was 11.4 per 1,000 population, 
against 12.2 in 1926. 

Of the 41 States which show for both years, all 
but five (Arizona, California, Colorado, Oregon, and 
Wyoming) had lower rates in 1927. The highest rate 
in 1927 (13.9) was for California, New Hampshire 
and Vermont, and the lowest (7.1) was for Idaho. . 
Of the 11 states shown by color in 1927, the high- 
est rate for which (11.8 per 1,000 population) was 
for Maryland, and the highest for colored (21) was 
for Kentucky; the lowest rates for both white and 
colored were for Arkansas (8.4 and 12.8, respectively ). 


OF MOTHERS FROM CHILDBIRTH 


The Department of Commerce announces that for 
the birth registration area the changes in the death 
rates of mothers from childbirth, or puerperal 
causes, were very slight in 1927 as compared with 
1926. 

For the 35 States for which figures are available 
for 1926 and 1927 the rate from puerperal septicemia 
was 2.4 per 1,000 live births for both years, but the 
rate from other puerperal causes dropped from 4.1 
in 1926 to 3.8 in 1927. Of these 35 States, 14 had 
higher rates from all puerperal causes in 1927. 

Florida had the highest death rate in 1927 from 
all puerperal causes (11 per 1,000 live births) and 
Minnesota the lowest (4.4). 

Of the 10 States which show by color for 1927, the 
highest rates fv. both white and colored were for 
Florida (9 and 1.7 per 1,000 live births, respec- 
tively); the lowest raie for white (4.5) was for Ken- 
tucky, and the lowest for colored (7.2) was for Mary- 
land. 


THE BROOKLINE BOARD OF HEALTH 
BULLETIN 


The December issue of this Bulletin has several 
articles of advice about health problems but one 
especially practical and interesting feature is a class- 
ification of the eating places in Brookline. The 
large army of workers who have to eat away from 
home ought to read this Bulletin. 

The eating places classed as “excellent” ought to 
contribute liberally to the expenses of the Brookline 
Board of Health. No better advertisement could be 
devised. 


PERSONAL ANALYSIS BUREAU 


Dr. Donald A. Laird, director of the Colgate Psy- 
chological Laboratory, has been appointed Chief of 
Scientific Staff of the Personal Analysis Bureau of 
Chicago. Dr. Edward G. Stoy, recently of Carnegie 
Institute of Technology, is Deputy Chief. Other 
members of the scientific staff are Dr. Edward K. 
Strong of Stanford University, Dr. Forrest A. Kings- 
bury of the University of Chicago, and Dr. John L. 
Stenquist of the Baltimore Public Schools. The bu- 
reau provides a personal psychological test service 
for business and professional men and women. No 
vocational guidance or employment testing is under- 
taken, the bureau referring requests for test service 
of this sort to individual psychologists who are 


willing to undertake it. 


‘ 


| 
aby 
, 
afa 
wit : 
| a q 
“2 
‘ 


EDITORIAL DEPARTMENT 


N. B. M. 
January 3, 1929 


‘The Massachusetts Medical Society 
NEW ‘EVIDENCE ON A ‘A MUCH-DISCUSSED CASE 


aieamvend Mass., December 29, 1928. 
To the Editor, 
New ENGLAND JOURNAL OF Mestre, . 
126.Massachusetts Avenue, 

Boston,. Mass. 


. Dear Sir: 


In connection with the suspension of the license 
to practice of Dr. Francis F. Henderson of Boston 
by the Board of Registration in Medicine, for a period 
of one'month, certain facts appear to be of legitimate 
interest to the members of the Massachusetts Medical 
Society, of which he is a Fellow. 


On June 7, 1928 the Board of Registration voted 
suspend Dr. Henderson’s license for gross miscon- 
uct in the practice of his profession. He appealed 
from the ruling of the Board to the Supreme Court. 
According to newspaper reports of June 22, 1928 
Asst. Atty. Gen. Samuel Lewis before Judge Carroll 
of the Supreme Judicial Court, arguing against the 
reversal of the action of ‘the Board, stated that the 
Board had found gross misconduct “in that Hender- 
son had not properly prepared a patient for operation 
and that the charge of $1,000 was entirely out of pro- 
portion for the services rendered”. On June 27, 1928 
a decree was handed down by the Court which said 
in part: | “TI am unable to find that the order of the 
Board was clearly wrong and deny the petition * * * 
I find that the fee of $1,000 was excessive and on the 
evidence I find that a fee of $300 would be just”. 


‘Members of the medical profession at large found 
in the above facts evidence to justify them in feeling 
that the Board of Registration in Medicine was un- 
dertaking the supervision and regulation of fees 
charged by physicians for professional services. In 
the New ENGLAND JOURNAL oF MEDICINE for July 19, 
1928 an editorial reviewed the case and praised the 
action of the Board. On July 25, 1928 the JourNa”. 
published a bitter reply from Dr. Henderso:: in 
which, among other things, he denounced the edi- 
torial as unjust and unfair on account of omissions 
and of accusations and criticism of his conduct which 
were unsupported by the testimony. On August 22, 
1928 the JourNaL published a letter from Dr. F. J. 
Cotton defending the Board of Registration and say- 
ing that: “He is informed that the Board has no 
notion of taking up the supervision of fees and that 
doubtless the Board will define its attitude”. 


It was obviously the duty of the Committee on 
Ethics and Discipline of the Massachusetts Medical 
Society to investigate the alleged acts of its Fellow, 
Dr. Henderson. He was given a hearing by the Com- 
mittee; the files in the case at the office of the Board 
of Registration and other documents available from 
other sources including the files of Dr. Henderson’s 
counsel were examined and the conclusion was 
reached that the Board had in fact considered the 
size of the fee in reaching its decision and passing 
sentence—a conclusion which was felt especially to 
be justified by the statement of the Court on this 
point made in connection with the refusal to set aside 
the action of the Board. On August 30, 1928 the 
JouRNAL published a brief letter from the Chairman 
of the Committee on Ethics and Discipline referring 
to Dr. Cotton’s letter and saying that there must be 


some misunderstanding because the Committee's in- 
vestigation showed that apparently the size of the 
fee was considered to be one of the important points 


against Dr. Henderson. It was hoped that this corre- — 


spondence would result in a statement from the 
Board of Registration defining their attitude in this 
important matter, but no such statement appeared, 
possibly because the Secretary of the Board was ab- 
sent in Europe. Later the Committee on Ethics and 
Discipline learned that the Board of Registration felt 
that their attitude in the matter had been misinter- 
preted. 

Recently a conference was held with the Secretary 
of the Board of Registration, at which data, not for- 
merly available, were presented. As a result of this 
conference and on the authority of the Secretary 
of the Board it may be stated definitely that the 
Board in its final ruling did not intend to criticize 
or punish Dr. Henderson on account of the amount 
of the fee. The Secretary further stated that he 
agreed with the conclusion reached by the Committee 
on Ethics and Discipline that not only was there 
no proof that Dr. Henderson knew of the extremely 
slender resources of his patient, but that there was 
testimony from two persons that Henderson was 
informed by authority, which he had a right to be- 
lieve was competent, that the patient could afferd 
and was willing to incur a large expense proportion- 
ate to the magnitude and severity of the operation 
proposed. 

The Committee hope that the above statement cor- 
rectly outlines the position of the Board of Registra- 
tion in Medicine with regard to the fee charged by 
Dr. Henderson. They also feel that the ends of jus- 
tice seem to require that in judging of the culpability 
of Dr. Henderson, in so far solely as regards the size 
of the fee charged by him, the above facts should be 
considered and the editorial of July 19 with Dr. 
Henderson: s reply reconsidered in their light. 


Yours truly, 
Davip CHEEVER, 
CHAIRMAN COMMITTEE ON ETHICS AND DISCIPLINE. 


-~CORRESPONDENCE 


SATISFACTORY SERVICE RENDERED 


Editor, New ENcLanp JOURNAL oF MEDICINE, 
Dear Sir: 


For the information of the members of the Massa- 
chusetts Medical Society, I would like to have you 
publish this letter in the Journat. I was particular- 
ly well pleased with the service rendered to me in 
a recent malpractice suit under the group malprac- 
tice insurance policy of the Massachusetts Medical 
Society. Although there was evidently no basis for 
suit in this case, the minds of the court and the 
jury could very well have been confused by the mass 
of medical testimony had not the details of the de- 
fense been so thoroughly worked up and so care- 
fully and skillfully carried out. I believe that Mr. 
Cunningham’s masterly presentation of the case was 
responsible for a very prompt return of the jury 
with a clean verdict for the defendant. 


Sincerely yours, | 
Horace K. Sowrzs, M.D. 
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A TRIBUTE TO THE MEMORY OF DR. MALCOLM 
SEYMOUR 


New ENGLAND CONFERENCE OF INDUSTRIAL PHYSICIANS 


, Dover, Mass., Dec. 15, 1928. 
To the Editor of the New ENGLAND JOURNAL OF 
MEDICINE: 


Dr. Malcolm Seymour, among his many activities, 
carried on the medical service of one of Boston’s 
large department stores. 

During twenty-two months prior to his sudden and 
untimely death he spent an hour a day at the store. 
The management never heard a single complaint, al- 
though he saw during that period 2,855 cases among 
the employees and was responsible for 10,281 new 
cases coming to the store health department. 

It is easy to imagine the satisfaction of these thou- 
sands of patients who came under the care and 
guidance of such a well trained and seasoned phy- 
sician whose personality inspired immediate trust 
and confidence. 

B. Emmons, 2ND, M.D. 

Dover, Mass. 


ARTICLES ACCEPTED BY THE AMERICAN MEDI- 
CAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 

535 North Dearborn Street, Chicago, II. 

Dr. W. P. Bowers, Managing Editor, 

THe NEw ENGLAND JOURNAL OF MEDICINE, 

126 Massachusetts Avenue, 

Boston, Mass. 

Dear Doctor: 

In addition to the articles enumerated in our letter 
of November 24th, the following have been accepted: 
Abbott Laboratories 

Ampules Dextrose, 20 cc 
Ampules Dextrose, 50 cc. 


Tablets Cinchoph Abbott, 5 grains. 
Armour & Co. 
Concentrated Liver Extract—Armour. 
Eli Lilly & Co. ; 
Ephedrine Hydrochloride—Lilly 
Pulvules Ephedrine Hydrochloride, 3/8 
grain. 
Pulvules Ephedrine Hydrochloride, 3/4 


grain. 
Solution Ephedrine Hydrochloride—Lilly, 
3%. 


MacDowell Bros. 
MacDowell’s Wheat-Nut-Casein Dietetic Flour. 
Merck & Co., Inc. 
Bromipin 33 Per Cent. 
K. Mulford Co. 
Pirquet Test for Tuberculosis (Bovine Type). 
Tuberculin Ointment (Moro Ointment) (Bovine 
Type). 
Tuberculin Intracutaneous (Bovine Type). 
Antivenin (Bothropic). 
National Drug Co. 
Diphtheria Antitoxin. 
Normal Horse Serum. 
Pertussis Vaccine. 
Pneumococcus Vaccine. 
Rabies Vaccine—Human (Semple Method). 
Smallpox Vaccine. 
Staphylococcus Vaccine. 
Tetanus Antitoxin 


Typhoid—Paratyphoid Mixed Vaccine. 
Typhoid Vaccine. 
Antistreptococcic Serum. 

Typhoid—Paratyphoid A Vaccine. 

Parke, Davis & Co. 

Scarlet Fever Streptococcus Toxin for Preven- 
tive Immunizatioy.—P. D. & Co. 

E. R. Squibb & Sons 


Squibb, 0.9 Gm. Ampoules. 


Tablets Ephedrine Hyd dr hl ride bb, 3/8 
grain. 
Tablets Ephedrine Hydrochloride—Squibb, 3/4 
grain. 
Yours truly, 


W. A. Puckner, Secretary, 
Council on Pharmacy and Chemistry. 


RECENT DEATHS 


CARY—Dr. Foster HARRINGTON Cary, Assistant 
Professor of Obstetrics in the University of Colorado 
School of Medicine, former practitioner of Worcester, 
Massachusetts, died at his home in Denver, Colorado, 
December 23, 1928, at the age of 54. 

He was a graduate of Harvard Medical School in 
the class of 1898 and a non-resident Fellow of the 
Massachusetts Medical Society. 


GEORGE—Dr. FRANK WILLIAM GEORGE, orthopedist 
of Worcester, died in that city of heart disease, De- 
cember 19, 1928, at the age of 50. 

Dr. George, the son of William and Wetha R. 
George, was born in Bristol, Vt., Dec. 18, 1878. After 
education at the Bristol high school he secured the. 
A.B. degree from Wesleyan University and received 
his M.D. at Harvard Medical School in 1902. He was 
an interne at Boston City Hospital, at the Worcester 
City Hospital and at the Boston Children’s Hospi- 
tal. At the outbreak of the World War he was a 
surgeon on the staff of the Memorial Hospital, Wor- 
cester. He served at Fort Benjamin Harrison, Ind., 
as captain in the Reserve Corps, U. S. A., and was 
sent to France with the first expeditionary force. 
There he was attached to the Heavy Artillery head- 
quarters at Mailly (Aube) Chateaux Reaux and 
Saveny. When he was discharged his rank was 
lieutenant colonel. 

Dr. George was a Fellow of the American Medical 
Association, Massachusetts Medical Society, Worces- 
ter District Medical Society, Wachusett Medical As- 
sociation, Boston Orthopedic Club, Ainerican College 
of Surgeons, Alethia Grotto, A. F. & A. M., Knights 
Templars, Worcester Club, Worcester Country Club 
and the Petersham Country Club. He was a mem- 
ber of the American College of Surgeons. 


OBITUARY 
WILLIAM P. STUTSON, M.D. 


Northampton, Mass., Dec. 19, 1928. 
It is most fitting that the Hampshire District Mass- 


| achusetts Medical Society should memorialize the life 


of Dr. William P. Stutson, who died Dec. 1, 1928. 

He was a member of our society for thirty-six years, 
serving as President in 1913-1914 and later as Com- 
missioner of Trials. 


For forty-eight years he practiced his beloved pro- 
fession; thirty-nine years in our midst. He was 
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Associate Medical Examiner of the First Hampshire 
District under five Governors. He carried on his 
God-like* work in isolated regions for almost half 
a century and worked until he fell and could go no 
further. Over fourscore years in age; half a century 
Doctor of Medicine; earning the love of his patients 
and the honor and respect of all. 

What an inspiring example! 

It is .ur honored privilege to extend our sympathy 
to hi. widow and record in our. book of facts this 
humole tribute to this just and good man. 

“To be.a strong hand in the. dark to another in 
time of need; to be a cup of strength to a human soul 
in a crisis of weakness or suffering is to know the 
_ glory of life.” 

Signed 

WILLIAM J. COLLINS, 

H. B. Perry, 

Cuas. A. BYRNE. 


NOTICE 


EXAMINATION FOR ENTRANCE INTO THE REG- 
ULAR CORPS OF THE UNITED STATES PUB- 
LIC HEALTH SERVICE 


Examinations of candidates for commission as 
Assistant Surgeon in the Regular Corps of the U. S. 
Public Health Service will be held at the following- 
named places on the dates specified: 


At Washington, D. C., Feb. 4, 1929. 
At Chicago, Ill., Feb. 4, 1929. 

At New Orleans, La., Feb. 4, 1929. 
At San Francisco, Cal., Feb. 4, 1929. 


’ Candidates must be twenty-three years and not over 
thirty-two years of age. They must have been gradu- 
-ated in medicine at a reputable medical college, and 
have had one year’s hospital experience or two years’ 
professional practice. They must satisfactorily pass 
oral, written, and clinical tests before a board of 
medical officers, and undergo a thorough physical 
examination. 
Successful candidates will be recommended for ap- 
pointment by the President, with the advice and con- 
sent of the Senate. 

Requests for information or permission to take 
this examination should be addressed to the Surgeon 
General, U. S. Public Health Service, Washington, 
D. C. 

H. S. Cummine, Surgeon General. 


REPORTS AND NOTICES OF. 
MEETI INGS 

MEETING OF THE SURGICAL SECTION, 

SUFFOLK DISTRICT MEDICAL SOCIETY 


Held December 19, 1928, at the Boston Medical 
Library, in conjunction with the Norfolk Medical 
and Middlesex South Medical — and the Boston 
Medical Library. 


SYMPOSIUM ON STOMACH SURGERY 
Dr. Richard H. Miller of the Massachusetts Gener- 


al Hospital read a paper entitled “Operative Proce- 
dures; Indications and Results”, in which he stressed 


the importance of providing adequate alkalinization 
of the stomach contents in the surgical treatment. 
of gastric ulcer. He believes that gastric ulcer 
should be excised at the time of operation as it is a 
precancerous lesion. He believes that the best treat- 
ment of duodenal ulcer is simple gastro-enteros- 
tomy accompanied by excision of the ulcer itself 
when its location warrants it. 

Dr. Howard M. Clute of the Deaconess Hospital 
read a paper entitled “The Selection and Manage- 
ment of patients for Gastric Surgery”. He em- 
phasized the desirability of providing all cases of 
uncomplicated gastric and duodenal ulcer with ade- 
quate medical treatment before considering sur- 
gery. He believes that complications may arise dur- 
ing the medical treatment which may necessitate 
surgical measures, viz: massive hemorrhage, acute 
perforation, and the suspicion of cancer. He consid- 
ers co-dperative medical management essential to in- 
sure smooth convalescence in all cases of gastric 
surgery. 

Dr. W. R. Morrison of the Boston City Hospital 
reported his experience and results on a series of 50 
cases of “Acute perforation of the Stomach and 
Duodenum’”’.. He recommends fluorscopic examina- 
tion in the upright position to clinch the diagnosis 
in doubtful cases, looking for a gas bubble between 
the liver and diaphragm. He considers a blood pres- 
sure below 100 m.m. of mercury: after saline infusion 
or blood transfusion a contra-indication to operation. 
He prefers local or spinal anesthesia. The treatment 
recommended by him is closure of the perforation 
with excision of ulcer when small, and a posterior 
gastro-enterostomy provided the pulse is below 120. 
He drains all casés where the perforation is more 
than 8 hours old or pus is present. He reports 9 
deaths in this series (18%). 


Dr. E. S. Emery, Jr., of the Peter Bent Brigham 
Hospital read a paper on “Results of a Series of 
Stomach Operations”. He proves by the use of 
charts and tables that in a series of 245 cases, 
present surgical procedures relieve symptoms rather 
than cure a peptic ulcer. A larger percentage of re- 
sults were good with surgical treatment than with 
medical. The best surgical results were obtained 
in those cases, where gastro-enterostomy together 
with plication of pylorus was performed. The worst 
surgical results followed simple excision of the ulcer. 

Following these papers Drs. David Cheever, Ed- 
ward P. Richardson, Frank H. Lahey and I. J. Walker 
rendered most interesting discussion. 

Horace BINNEY, M.D., Chairman. 
AvGuSTUS THORNDIKE, JR., M.D., Sec’y. 


HAMPSHIRE DISTRICT MEDICAL SOCIETY 


Hampshire District held its quarterly meeting on 
Wednesday, December 12, and the Fellows were ad- 
dressed by Dr. John W. Bartol and Mr. Frederic Kent 
on the plans of the State Society in regard to its 
bu.lding program. The scientific paper of the day 
was given by Dr. Philemon Truesdale of Fall River 
on “The Relation of the General Practitioner to the 
Surgeon in the Treatment of Gastric and Duodenal 
Ulcers”. The paper was illustrated with slides. It 
was of great interest and well received by the Fel- 
lows. Miss Dennett, dietitian of the Cooley Dickin- 
son Hospital, served a delightful luncheon. 


LutHer O. WHITMAN, Secretary. 


| 
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HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be at 8:15 on the evening of January 8 in the 
Amphitheatre of the Peter Bent Brigham Hospital. 

Program—Presentation of cases. The Ancient 
system of Chinese Medicine by Dean Henry S. 
Houghton. Dr. Houghton, who is Dean of the Col- 
lege of Medicine of the State University of Iowa 
has recently spent some time in China. during 
which time he was particularly interested in the old 
ee of Chinese medicitie. 

P. Murpny, M.D., Secretary. 


MASSACHUSETTS GENERAL HOSPITAL 


Staff meeting, Moseley Memorial Building, Thurs- 
day, January 10, 1929, at 8:15 P. M. 

The program will be given by the Clinic in charge 
of Circulatory Diseases of the Extremities. The 
speakers are Drs. A. W. Allen, L. S. McKittrick, J. C. 
White, R. H. Smithwick and H. H. Faxon. 

The following subjects will be presented: 

1. The use of non specific proteins in the treat- 
ment of peripheral arterial disease. 

2. Surgery of the sympathetic system in the treat- 
ment of circulatory disease and of intractable pain, 
as carried out in Leriche’s Clinic. 

3. The management of cases of diabetic gangrene. 

4. Demonstration of a case of successful arterial 
embolectomy. 

5. Injection treatment of varicose veins. 

_ Physicians, medical students and nurses are cor- 
dially invited. 
COMMITTEE ON HospPItaL MEETINGS. 


BOSTON ORTHOPEDIC CLUB 


A meeting of the Boston Orthopedic Club will be 
held on Monday evening, January 14, 1929, in the 
Sprague Hall of the Boston Medical Library. 

Business meeting 8:00 o’clock. 

Election of officers. 

Nominations: 

President—Dr. Charles F. Painter. 

Member of the Executive Committee for Three 
Years—Dr. M. N. Smith-Petersen. 

Secretary-Treasurer—Dr. R. K. Ghormley. 


Program 8:15 o’clock: 

“Lymphatic Drainage of Joints,” by Dr. John C. 
Kuhns. 

“Open Reductions of Fractured Neck of the Femur,” 
by Dr. M. N. Smith-Petersen. 

R. K. GHoRMLEY, Sec. 


SOCIETY MEETINGS 


Combined Meetings of the Boston Medical Library, the 
Suffolk District Medical Society, the Middlesex South 
District ical iety and the 


stri orfolk Di 
Medical Society (at Boston Medical Library at 8:15) 


Boston Medical Library. ae r George H. 
Parker, Harvard University 


27, 1929——-Medical Section. “The Newer Knowl- 
of triment,’’ Dr. Lafayette B. Mendel (exact title 
submitted later), Yale University Medical School. 


March 27, 1929—Meeting in association with Middlesex 
South District Medical Society. nical and 
mental Studies of Obstructing Jaundice and Its Compli- 
cations. Dr. Waltman Walters, Mayo Clinic. 

April 24, 1929—Annual meeting. Speaker, Dr. Walton 
Martin, New York City. Title to be announced later. 


to 


The is cordially invited to attend all 
these mee 


January  Harvara Medical Society. Detailed 
elsewhere on this pag 

January General Staff Meet- 
ing. Complete notice elsewhere on this pa 


January 29—Conference on Mental 
Healt th and Social Work. 
1235, issue of December 1 
DISTRICT MEDICAL SOCIETIES 
Barnstable District Medical Society 
Schedule of Meetings: February 7, 1929, May 2, 1929. 


risto!l North District Medical Society 
. April 1929—Spring meeting. 


Essex North District Medical Society 
May 1, Lg, (Wednesday)—Annual meeting at Lawrence, 


at 12:30 P. 
Ma (Thursday)—Censors meet at Hotel - 
tt, Street, Haverhill, at 2 P. M. (Tel. 


Essex South District Medical Society 
February 6, 1929 (Wednesday)—Council meeting, Boston. 
February 13, 1929 (Wednesda Pore 
at 4 P.M. Supper M. Spent 
Dis- 


Boston; — to se announced 
from the floo 


March 6. (Wednesday)—Lynn Hospital. Clinic at 
P. M. Symposium Pneumonia. 


t7P. on 
Speakers: Dr. “Reginald Fitz 
Creatment. 


D osis. Dr. 
Dr. W bday ed H. Robie, Heart in Pneumonia. 
Discussion from the fi 


RALPH E. STONE, M.D., Secretary. 


Franklin District Medical Society 
Meetings will be held on the second Tuesday of Janu- 
ary, March and May. 
Hampden District Medical Society 
The next meeting will be held January 22. Additional 
notices will appear later. 


Hampshire District Medical Society 


March 138, 1929—Address by Dr. Gomme E. Gage, Profes- 
sor of a nad and Physiology at the Massachusetts 
State College 
Middlesex East District Medical Society. ae 
of meetings has been arranged 


in Public 
Detailed notice appears on page 


ter. 


January 16— Wake 
March—Reading 


Subjec 


a: and speakers to be nina by committees 


or town. 


Middlesex North Medical Society 


The winter meeting will be held the last Wednesday 
in January. 


The annual meeting will be held the last Wednesday 
in April. 


Middlesex South District Medical 


Society 
March 27, 1929—Joint meeting with the Suffolk.and Nor- 
folk Districts. 


meeting. Definite date to be an- 
noun 


Norfolk District Medical Society 


Below are the proposed meet of the Norfolk District 
et tg Society "ioe the 1928-29 Season e schedule 
bel be hered to as strictly as possible. The 
parce An out of the proposed da 


plan will, of course, 
the acceptances of invitations extended to the speak - 
Minor changes may be necessary. 


ment of Varicose Veins b ection inethod Dr. 
a Dr. Homans w oa e discussion. 


26—Roxbury Masonic Temple. 
Onier. "Subject to be unced. Discussion to 
og or. 


29 Roxbury Masonic Temple. 
speakers to be announced, 
May—Annual meeting program to be announced, 

The Censors of the Society meet 1929 at 


Roxbury Masonic Temple, arren A 
.. for the examination of 


Subject and 
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Plymouth District Medical Society 


mone. Thursday, January 17, 1929, at 11 A. 
“Brockton ospital, Brockton, Mass. ers: 

1 F. Fallon, f of Surgical St. Vincent 
Hospital Worces nning, Chief 

of Medical Staff, Gurney Hospital, subject 
to be announced later. 


meet M H Brock Mass.. 
sing at the Moore Hospital, Br 


at the Commercial Clu 


April meetin 
Annual Oration by Dr. 


18th, at 6 P. 
Orator; d 


ub, Brockton, 


District Medical Society 


March 27, 1920—M in association with Middlesex 
Gouth District Medical lety. “Clin 
mental Studies of Obstructive Jaundice and Its Compli- 

cations,’”” Dr. Waltman Walters, Mayo Clinic. 

April eeting. Speaker, Dr. Walton 
York City. Title to be announced later. 

LINCOLN DAVIS, M.D., President. 

ARTHUR H. CROSBIE, M.D., Secretary. 


Worcester District Medical Society 


January 9, 1929—Chamber of Commerce, 
Dr. Leon T. Lewald of New York City. 


reeewery 18, 1929—Worcester State Hospital. Program 
to be announced. 


13, City Hospital. Dedication 
=. yn Nurses’ Hom Speaking program to be an- 
noun 


April 10, 1929—Grafton State Hospital. Program to be 
announced. 


Worcester. 


May 8, 1920—Annual meeting. Worcester Country Club 
Worcester North District Medical Society 
Janua 1929 (Tuesday)—At Henry Heywood Memo- 
ris} Gardner, by invitation. by Staff 
Annual meeting the fourth Tuesday in April. 


BOOK REVIEWS 


Recreational Therapy in Convalescence and Allied 
Subnormal Health Conditions. FReEDERIC BrusH, 
M.D. White Plains, N. Y., 1928. Sturgis Fund of 
the Burke Foundation. Pages 33. 


In this thin. pamphlet of thirty-three pages, the 
author, foremost American authority upon conval- 
escent care, summarizes in condensed and illustrated 
form, his own varied experience and wisdom gained 
through the care of over 70,000 convalescent patients 
at the 300-bed Burke Foundation of which he has 
been the Director since its opening in 1915. 


The pamphlet is privately published through the 
Sturgis Fund of the Burke Foundation, but is avail- 
able for distribution on request to the Burke Founda- 
tion, at White Plains, N. Y. 

The point of view of the author is so sane and so 
practical, and so little which is worth while is thus 
far in print upon his subject, that the following sug- 
gestive paragraphs are quoted in the hope of stim- 
ulating the reader to further study of some of the 
psychological and other problems connected with the 
care of convalescence. 

With the play spirit and practice so permeating 
modern civilization, it behooves the therapist, as well 
as the statesman, to apprehend and utilize this re- 
parative and harmonizing basic element. At the 
Burke Foundation’s country recuperative institution 
we have, from the beginning (fourteen years ago), 
made the play-cure predominant. 

The 24-hour day under this system of treatment is 
actually occupied mainly with sleep, rest, quiet, peace 


of mind and the esthetic factors. These elements 
alone, however, will rarely serve to carry these 
measurably depressed and disheartened persons far 
enough on the up-road to firm recouraging and re- 
entry to normal, or at least productive handicapped 
social livings. In fact, the pure medical-treatment- 
rest method, may and very often does, perpetuate 
and fix faulty invalid and dependent attitudes. 


Hence the insistent recourse, in this peculiarly 
malleable interim and reformative period, to the 
corrective and reconstructive adjuvants—mental, 
recreational and occupational therapies. Of these 
the recreational easily takes first ranking.. Recrea- 
tion as here applied gives much of the re-creation of 
body and personality so desired. 


This Convalescent Institution uses 60 acres of land 
for its various restorative procedures, with one to 
two hours daily given to prescribed therapeutic oc- 
cupation, while the play-cure in its many forms acts 
intermittently and with suitable gradations well 
nigh throughout the waking hours. Ample acre- 
age (% acre per person) and country environment 
are essential. A Supervisor of Recreation and Oc- 
cupation (with aides and patient-leaders) gives con- 
stant direction to these formative activities, and 
the work and play happily interact to modify and 
augment each other. Two resident physicians with 
2 small nurse corps afford appropriate medical over- 
sight of the three hundred plus patients and the 
one hundred employees. 


Golf 


Golf for convalescents, as developed here from 
small beginnings, clearly outranks any other game in 
applicability and total curative values. The simplest 
shortest courses starting from near the porch steps, 
have holes of from 10 to 70 yards in length, are laid 
out upon natural slopes and levels giving some short 
steep grades, and require no more than good meadow 
and lawn upkeep. The greens are mown by pa- 
tients in circles of 3 to 4 yards in diameter, with 
shallow cups and markers homemade. Any old 
clubs from putters to irons are acceptable, and are 
shafted and kept repaired by the patients at negligi- 
ble cost. The solid rubber practice balls purchased 
in large lots and costing but a few cents each, are 
freely provided. There are three of these short 
courses of varying lengths and difficulties, besides a 
staff course upon the 10-acre front lawn (frequently 
used by selected patients or for major tournaments). 


It has been most gratifying to see every race, age, 
and social condition take on this game with scarcely 
any urging and with the feeling of having some- 
how advanced socially, as well as physically, and 
with a definite broadening of the scope of life. As 
an exercise in these substandard health states it 
well nigh fulfills the ideal—comprising outdoor 
walking and exercise of the entire body in the 
strokes, intense interest, a wholesome and courteous- 
ly competitive honor-making spirit, with self-grad- 
ing as to time and degree of exertion. It is often 


definitely prescribed for the mildly neuropathic and 
the inert. Persons with crutches and those who can- 
not bend fully down, play the game with the aid of 
companions. The courses are in use more or less 
from daylight to dark and with the ground frozen 
until snow-covered. No injuries from clubs or balls 
or over-exercise have been recorded. 
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Walking 


The slogan given early to these substandard and 
, doubting persons is: first get your legs under you 


, and moving, however slightly, or perchance only 


one; further progress is assured. Crutch patients 
are shown how they may play certain outdoor games, 
one of the crutches is soon discarded for a cane, 
then the cane only used, and that given up as early 
as medically considered feasible. 


Dancing 


Dancing is a prime recreation for the convalescent, 
functioning throughout all seasons, both in and out 
of doors. Modern dancing proves (on analysis) to 
be a much less vigorous exercise than is commonly 
thought. The movements are gliding, do not in- 
volve much lifting of body weight nor bending, are 
automatically graduated to the strengths of the vari- 
ous patients, and the strong help the weak. Pa- 
tients who cannot walk well as yet will, under the 
inspiration of music and dance, arise and success- 
fully take minor part, and then go on to more and 
varied other exercising. And this diversion ranks 
easily first in its up-tending socializing and anti- 
neurotic influences. It is commonly remarked that 
those gathering for the dances are scarcely recog- 
nizable because of their animation, improved color 
and poise, and good grooming in general. These ef- 
fects carry over for hours and help to brace these 
personalities against the inevitable wave-like dimin- 
ishing depressions. 


The elderly and those seriously crippled attend 
quite faithfully and get definite curative values 
through stirs of memory and the impress of music, 
rhythm and beauty. Those with fears and com- 
plaints throughout the day are early found in fore- 
most places at the parties, and thereafter are some- 
what ashamed to continue along the pseudo-neuro- 
pathic courses. A major value of the dance comes 
through the wholesome well-understood sex asso- 
ciation, which results also in the holding of a con- 
siderable percentage of the younger patients to 
completion of convalescence, who would otherwise 
become restless and leave. These dance facilities, 
widely reported back by patients, actually induce 
hundreds to come out to the needed restorative coun- 
try sojourn. The number of middleaged and old 
persons who are gradually led to renew certain meas- 
ures of youth by modified dance participation is most 
gratifying. With the total of over seventy thousand 
patients cared for, there is no record of injury to 
wounds and other defects from these mild and some- 
what atypical dance exercises. 


~,, Ball Play 


From earliest dawn-records, the human has had 
ball play. Often the first courageous act leading out- 
side of introspective self which a convalescent (who 
is temporarily childish) can be got to perform is 
to handle, squeeze, toss, bounce or kick a ball; and 
this interest increases with progress to normality 
and carries far beyond—into work-a-day life. 


Winter Recreations 


. While the indoor season in this climatic zone ex- 
tends on the average only from about December fif- 
teenth to March first (if advantage be taken of the 
special means which invite persons to out-of-door 


life during the Fall and Spring borderline days) 
it ever brings distinctive and testing problems in 
recreational and social management. Recourse must 
then be had to the maximum development of the 
indoor recreative therapies (elsewhere outlined in 
this article). Much is gained by urging out upon 
frozen grounds, in even fairly low temperatures, and 
by continuing the interests of the hardier ones in 
walking, short golf, ground bowls, hand ball, foot- 
ball, etc. Here appears the importance of protect- 
ing from winds by forest wind-breaks, land eleva- 
tions, shrubbery, and especially by courts created 
by informed planning. Persons in substandard health 
shrink from winds more than from cold, and quite 
too little attention is given to this in layouts. We 
have, e.g. a certain wind-sheltered area of playground, 
open to the winter sun rays, that induces continu- 
ance of outdoor occupancy and diversion far beyond 
other locations. 

With the first snow, sleds, toboggans, and skis 
(made and kept repaired in our therapeutic shops) 
are brought out to certain designated gently graded 
slopes, and another valuable and enthusiastic form 
of play-cure is added. Only short and low gradient 
hills are safe, even so, thorough supervision is essen- 
tial. 


Indoor Recreations 


In connection with the convalescent and other coun- 
try invalid care, it is erroneously customary to think 
of continuous sunshine and fair days. The facts 
however, are quite different. Quite a percentage of 
the days in any year in this vicinity are wholly or 
in part unfitted for much outdoor recreation. These 
patients are very sensitive to cold, wind, fogs, and 
other moderately repressive weather conditions, and 
exceptional arrangement must be made for their di- 
version and energizing indoors. Of course the prin- 
ciple should be to have them out as much as is con- 
sistent with contentment and right conditioning, and 
just here the semi-enclosed porches, wind-sheltered 
courts, terraces, etc., are seen to come into right 
functionings. 


Shut-in, semi-invalid people speedily develop mild 
depressions, irritabilities, disharmonies, etc, and 
their cheering and encouragement through diver- 
sional exercises will ever test the resourcefulness 
and human understanding of the attendants. Suc- 
cess comes from having abundance and variety of 
apparatus generously distributed and convenient, as 
well as leadership. It is needless to enumerate here 
the many desirable indoor games and reconstructive 
activities, but mention should be made of certain 
outstanding ones. Small, inexpensive portable pool 
and billiard tables prove most effective. We have 
numbers of them in the smaller sitting rooms, wide 
hall-ends etc. They are almost constantly in use, 
and afford no small degree of favorable light pos- 
tural exercise. It is encouraging to those who have 
hitherto played pool under expensive and coarse so- 
cial conditions to have.this major indoor recreation 
given them. These tables are carried to the gen- 
eral assembly where ceremonious tournaments help 
to entertain the entire body; and warm weather play 
may be had out of doors, as on the terraces. Tables, 
cue-tips, and the equipment in general are kept in 
order by patients. | 

Portable and under-sized bowling alleys are ef- 
fectively installed in hallways or basements and are 
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much utilized in winter, lending themselves peculi- 
arly well to group contests. 

Music is everywhere provided for, its only re- 
quired supervision being in the occasional repres- 
sion of boring enthusiasts on some undesirable and 
too noisy instruments. Dancing in the women’s sec- 
tion is constantly improvised. Cards, checkers, ping- 
pong, ring-toss, shuffleboard, and other table games 
are assumed. Repression of even the lightest 

‘ gambling has been found necessary, for no moral rea- 
son, but because it proves to be anti-convalescent. 

Smoking (for both men and women and with but 
slight repressions in certain cases) is a salutary 
diversion under these conditions of health care. 
Thinking of the smoke to come, going to the can- 
teen for supplies, lighting up, arguments and opin- 
ions about tobacco—these habit factors are cheering 
and stimulating to the long-repressed post-ill person. 

A roomy gymnasium is essential for the recreative 
indoor activities. A basement area or a made-over 
barn, may serve fairly well. The equipment may be 
simple. 


Field Days 


These group events, usually held upon the central 
field, are mainly for the onlookers, whose cheering, 
enthusiasms, loyalties and incidental mild exercises 
in the open air are far more largely recreative than 
is generally thought. The “gallery” benefits most in 
aggregate. ; 

Minor Recreational Activities 


These are much undervalued in the aggregate. 
There is happiness and considerable right exercise 
in the use of rocking chairs, hammocks, swings, in 


lying or rolling upon the turf, flower picking, ob- 


servations of growth of birds, airplanes, shipping, 
and traffic or constructive activities coming within. 
the neighborhood fields of vision. 


Tournaments 


Golf, croquet, horseshoes, quoits, in and outdoor 
bowling, pool, etc., are made most effective by fre- 
quent arrangement in tournament form. Mixed-sex 
play, as in various foursomes, is used wherever 
feasible. By alternating and pairing the men and 
women, or the skilled with the novice and the weaker, 
evenness of contest is happily assured. 


SUMMARY 


Recreation, broadly considered ‘as extending from 
reading, listening and talk through the various in- 
termediate phases to the inclusion of active physical 
competitive sports, is coming to occupy increasing 
and major portions of modern best-cultural life. 

It should be more utilized by the therapist through 
skilled adaptations to prevention, convalescence, phy- 
sical and neuro-mental reconstruction, and in per- 


sonality testing for better adjustments to social-in- 
dustrial living. The element of attaining reason- 
able “success” is important in practice,: and the 


means and methods should be modified to this end. .o 


Recreational therapy, while co-dordinating the oc- 
cupational, is not the same, and gets best results 
through a degree of separation in theory and prac- 
tice. 

The precise applications of the “play-cure” in a 
large country convalescent institution, as partially 
outlined in the above article, may carry suggestive 
values to medical and physical advisers in the every- 
day work-play world. 


European Clinics. Edited ty the Editorial Staff of 
European Clinics, 1927, Dr. William Lintz, Editor- 
in-Chief. J. B. Lippincott Company, Philadelphia 
and London, 1928. Pp. 347. 


This book is the report of the clinics conducted 
for the members of the Interstate Post-Graduate As- 
sembly of North America while visiting Europe in 
1927. As the editor writes in his introduction, “The 
cream of the medical profession of Europe held clin- 
ics, lectures, and demonstrations for the benefit of 
these yisitors”. Clinics were conducted in England 
and Scotland, Norway, Sweden, Denmark, Germany, 
and France. Almost all of them seem eminently 
worth-while and practical. Several are on subjects 
but little discussed in this country: shock tactics 
in the treatment of pulmonary tuberculosis by Burrel 
of London; development of immunity against tuber- 
culosis with “B.C.G.” by Heimbeck of Oslo; pneumo- 
radiography of the kidneys by Schilling of Oslo— 
a very interesting article with striking roentgeno- 
grams. A new method devised by Dudgeon and Pat- 
rick of London for the rapid microscopical diagnosis 
of tumors at operation by means of smear prepara- 
tions seems to be a very important contribution. 
Treatment of tuberculosis with sanochrysin is thought 
by Tillisch of Norway to be a step forward in the 
right direction. 


A very interesting article is one by Strandberg 
of Stockholm on the change in the clinical picture 


of syphilis during the last two decades, or since ar- 


senical treatment has been in use. Syphilis has 
emerged from a skin disease primarily to one in- 
volving blood-vessels and nerves. The relation of 
early treatment with arsenicals to later cardio-vascu- 
lar and nerve involvement is fully taken up, and the 
question of early, intensive treatment or postpon 
treatment is discussed. 
On the whole the book is a good one, and the mem- 
bers of the Interstate Post-Graduate Assembly are 
to be congratulated on having heard and seen so much 
that was worth-while in a limited period of time. _ 


‘Ser 


